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OPERATIVE SURGERY AND TECHNIQUE 


Turner, P.: The Principles of Preventive Surgery. 
Guy’s Hosp. Gaz., Lond., 1921, xxxv, 323. 

The author discusses the application of the ideals 
of preventive medicine to surgery. Preventive 
surgery includes the prevention of surgical diseases, 
deformities, and disablement and the investigation of 
the causes, points of origin, earliest signs and symp- 
toms of disease, and the complications and sequel of 
surgical treatment, including operation. It aims also 
at improvement in surgical technique and methods 
which will lead to more rapid and complete recovery. 
The author discusses the application of these princi- 
ples to different diseases and conditions. 

FREDERICK CHRISTOPHER, M.D. 


Blair, V. P.: The Delayed Transfer of Long-Pedicle 
Flaps in Plastic Surgery. Surg., Gynec. & Obst., 
1921, Xxxiii, 261. 

On the basis of extensive experience in the making 
and transplanting of cutaneous flaps for the correc- 
tion of superficial defects Blair draws the following 
conclusions: 

1. About the neck and face of a healthy man, re- 
gardless of his age, long flaps can be made with little 
danger to their vitality if the return circulation is 
not obstructed by gravity or kinking or torsion of 
the pedicle. In women and children, whose circula- 
tion is less vigorous, they are less apt to survive. 

2. A longer flap can be raised or the flap can be 
cut narrower and thinner if it is raised and sutured 
back in its bed, the transfer being delayed six days 
to two weeks. 

3. If sloughing occurs, the area lost is less than 
if immediate transplantation is done. 

4. Sloughing of an untransplanted flap is super- 
ficial. That which occurs after transfer generally 
involves the full thickness. 

5. If a transplanted flap is in danger of sloughing, 
it should be placed back in its original bed. In this 
manner time and a larger part of the flap will be 
saved. 


441 


6. When a flap is to be split into narrower flaps, 
the splitting should be delayed until the time of 
transplanting or some intermediate time. 

7. Ina neck flap including part of the clavicle for 
a pedicled bone graft the softer tissues gain firmer 
attachment and the bone will be more resistant to 
infection if the transfer is delayed. 

8. A blood clot under a flap may be fatal to it 
and should be prevented by pressure dressings and 
the use of multiple drains. These should be re- 
moved after twenty-four hours. 

g. A raw surface exposed on the pedicle after 
transplantation is more resistant to infection after 
delayed transfer. 

10. If any part of a flap sloughs while it is in its 
original bed it should not be transplanted. 

11. An apparent rather than real disadvantage 
of this method is the necessity for two operations. 
Two properly planned operations, however, may 
bring success while a single operation may result in 
failure. 

12. Delayed transfer is not universally success- 
ful. 

Some very instructive and admirable sketches and 
photographs help materially in bringing out the 
author’s points. C. Corsin YANcey, M.D. 


ANZSTHESIA 


Eastman, J. R.: The Psychic Element in 
Anesthesia. Ohio Siate M.J., 1921, xvii, 533. 


Eastman attempts to show that in psychic domina- 
tion we have an invaluable adjunct in anesthesia, 
especially regional anesthesia, and that its more 
extensive employment would contribute to the im- 
provement of surgery and the common welfare. 

It is always desirable and, as a rule, possible, to 
impart to the patient at the first meeting an enlivening 
sense of security, to allay, to some extent, any phobias 
and delusions, and to establish confidence. The most 
successful surgeons instinctively adapt themselves in 
voice and manner to the needs of the patient before 
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them. This natural gift is without doubt a great 
secret of success. 

In the operating room the patient should find all 
those conditions which conduce to a quiet, tranquil 
mood. This embraces many things; for example, the 
temperature, which should be so gauged as not to 
attract notice, being neither uncomfortably low or 
annoyingly high. The illumination, if mellow, con- 
duces to tranquillity. A strong light, even if natural 
sunlight, is not always a good light, and intensely 
brilliant illumination annoys the patient as well as the 
surgeon. What is needed is illumination, i.e., 
light controlled and directed. In artificial illumina- 
tion blue glass surrounding the source of light, cor- 
rectly directed, provides a soft, white, diffused arti- 
ficial sunlight which is most agreeable to the surgeon 
and patient. An atrocity of the operating room is the 
glaring white wall. The soft, flat, light gray of the sky, 
if used on the walls without gloss or varnish, contrib- 
utes to a restful mood. 

The ventilation of the operating room should re- 
ceive attention. Fresh air in abundance is a vital 
necessity. Obviously leaning upon the patient’s 
chest as practiced occasionally by operator and as- 
sistants during general anesthesia would be intoler- 
able to a conscious patient. The same oppression may 
be caused by allowing many heavy artery clamps to 
remain on the neck or chest. 

If the table is not made soft by pillows complaint 
will be made of discomfort. This can be corrected 
without in any way impairing the aseptic technique. 
Another source of annoyance and irritation to the 
patient is noise. The dropping of a pan, the clanging 
of instruments, or the blowing off of an autoclave 
during regional anesthesia is most disturbing. 
Talking in the operating room should be kept at the 
minimum but engaging and diverting conversation 
between the patient and a low-voiced nurse or as- 
sistant may be helpful. 

In Eastman’s experience it is undesirable to ques- 
tion the patient at frequent intervals as to what pain 
is being perceived. This applies especially to sug- 
gestible persons. Pain perception may be created 
by suggestion. It is much better to lead the pa- 
‘ient into channels of thought remote from those of 
pain by the artful employment of apparently im- 
promptu remarks upon subjects quite foreign to the 
operation or by declaring that the pain is disap- 
pearing. With suggestible persons the mere reitera- 
tion that there is no pain aids anesthesia. It is of 
importance also that the surgeon should show no 
anxiety or concern as this would alarm the patient. 
Complimenting the patient upon his display of cour- 
age and confidence is of value. Reassurance under 
some circumstances may amount to deception, but 
this is justifiable and moreover agreeable to the 
patient. 

Recourse to music as an aid in obtaining the tran- 
quil mood in the operating theater and, for the patient, 
the gentle abstraction so desirable in surgical under- 
takings upon conscious persons was suggested by the 
expressed wish of patients and is feasible if it will not 
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turn the operator’s thoughts from the matters with 
which he is engaged. It can hardly be doubted that 
music influences the emotions, stimulating, depressing, 
soothing, irritating. It is surely true that music 
induces psychic and physiological reactions and that 
it affects the respiratory, circulatory, and nervous 
systems. If music in an adjoining room induces 
mental repose and nerve and muscle relaxation on the 
patient’s part, it is not absurd to make use of it, pro- 
viding it does not distract the thoughts of the surgeon 
or his aids. IsABELLA C. HERB, M.D. 


Jaeger, H.: 
gesthesia (Tod im Chloraethylrausch). 
f. Chir., 1921, xlviii, 1073. 


Death under Ethyl Chloride An- 
Zentralbl. 


In the removal of a section from a malignant 
tumor of the lower extremity in the case of a man 
40 years of age ethyl chloride anesthesia was in- 
duced according to the method of Kulenkampff. The 
patient was slowly counting to ten and the anesthe- 
tist had given ninety drops of the anesthetic when 
there was a sudden generalized tremor of the patient’s 
body followed by cessation of respiration. Death 
occurred in spite of immediate artificial respiration 
with the administration of oxygen, subcutaneous 
injections of camphor, intravenous injections of 
digalen, and an intracardial injection of 1 c.cm. of 
adrenalin. The author states that the eight layers 
of gauze showed no icing and that the Swiss prepara- 
tion had been used without ill effects in many hun- 
dreds of cases. Investigation showed that ninety 
drops of the anesthetic amounted to scarcely 2.5 
c.cm. No other narcotics had been given previously. 
An error of technique probably can be excluded. 

Autopsy showed flabby fatty degeneration of the 
heart muscle, a small pneumonia focus in the lower 
lobe of the left lung, extensive swelling and partial 
calcification of the retroperitoneal paravertebral 
lymph glands, hypoplasia of the suprarenals, a 
large area of yellow softening in the right parietal 
lobe of the brain, and no thymus persistency. The 
patient had probably been drinking excessively 
previous to the operation. 

Clinically only the heart was considered as 
pathologic, there being dilatation 1 cm. to the left 
with mild cyanosis. The heart tones, however, 
were clear and the heart action was regular. Ac- 
cording to Kulenkampff, ethyl chloride death is 
always a cardiac death. In the case reported the 
fatty degeneration of the heart muscle, the alcohol- 
ism, the small focus of pneumonia, the cerebral 
softening, and the glandular caseation were condi- 
tions causing cardiac embarrassment. In suspicious 
cases of cardiac degeneration and in alcoholics even 
the simple ethyl chloride “rausch” should be given 
very carefully. 

The author’s case and Renner’s similar case do 
not speak against the employment of ethyl chloride 
anesthesia, but only against the recent general 
opinion regarding the absolute harmlessness of the 
anesthetic. Every anesthetic has its dangers. 
Ether is probably the safest. TOELKEN (Z). 
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Holm, G.: Accidents During Paravertebral Con- 
duction Anzsthesia in the Neck in Goiter 
Operations (Ueber unglueckliche Zufaelle bei 
paravertebraler Leitungsanaesthesie am Halse bei 
Strumaoperationen). Acta chirurg. Scand., 1921, 
liii, 561. 

The author reports the case of a 15-year-old girl 
he operated upon for congenital goiter. Each lateral 
lobe was about the size of a fist and the isthmus 
about the size of a goose egg. To induce paraverte- 
bral novocaine anesthesia, Holm injected at about the 
level of the third and fourth transverse vertebral 
processes on each side 10 c.cm. of a 1 per cent novo- 
caine-adrenalin solution. After the introduction of 
the needle, it appeared to be directed too far down- 
ward as the patient complained of pain in the left 
arm. It was therefore withdrawn and re-introduced 
at the level of the fourth transverse process. About 
3 or 4c.cm. of the solution were then injected. Al- 
most immediately the face muscles became stiff, the 
mouth drawn, and respiration weaker. After a few 
seconds, violent and sudden clonic convulsions de- 
veloped in the muscles of the neck and extremities 
and marked contractions occurred in the face muscles. 
The condition closely resembled an epileptic attack. 
As the heart action and respiration then practically 
ceased, death was expected. The patient was revived, 
however, by artificial respiration. The entire attack 
from its onset to the restoration of breathing 
lasted perhaps a few minutes. The patient had 
entirely recovered after one or two hours and has 
had no further attacks. There was no epilepsy in her 
history. 

Meyer has reported similar convulsive attacks in 
the cases of two patients operated upon for goiter by 
the conduction anesthesia method. 

Bruett describes the case of a 35-year-old woman 
on whom he operated for goiter. After the injection of 
about 140 c.cm. of a 4 per cent novocaine solution, 
the patient’s breathing became suddenly shallow and 
the pulse rapid and weak. Death ensued. 

A case reported by von Weimann was that of a 29- 
year-old woman in whom he induced bilateral para- 
vertebral anesthesia according to Haertel’s method. 
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In addition to 14 c.cm. of a 1 per cent novocaine- 
adrenalin solution injected in the vertebral region, he 
injected subcutaneously 20 c.cm. of a % per cent 
solution. As in the other cases, circulatory and 
respiratory disturbances were soon noted, and in spite 
of stimulants and artificial respiration death followed. 
Postmortem examination showed a small hematoma 
on both sides (injection hematoma), the one on the 
right side being against the vagus nerve and the upper 
cerebral ganglion, while that on the left side was in 
contact only with the vagus nerve. 

The author does not consider injury to the vagus as 
the most probable cause of the disturbances in his 
case as the symptoms were not identical with those 
due to vagus irritation. In no cases of vagus-nerve 
injury have general convulsions been reported, and 
in the author’s case these were the predominating 
feature. Moreover, the convulsions developed before 
cyanosis and so rapidly that carbon-dioxide irritation 
of the cortex could hardly be considered a cause. 

On the basis of experiments made by Meyer on 
animals and his own case, the author is of the opinion 
that the complication was due to intravasal injection. 
Bruett is rather of the opinion that the unfavorable 
results in his case were due to the toxic effect of the 
morphine-scopolamine given before the operation and 
of the novocaine given for anesthesia. 

Von Weimann attributed the deaths in his cases 
to vagus irritation. Holm states that if this theory 
were correct the hematomata must have become 
sufficiently large to cause fatal pressure in three 
minutes, but they were only of pigeon-egg size. Holm 
believes, therefore, that in these cases the vagus 
nerve might have been rendered functionless by the 
effects of the novocaine rather than by vagus irrita- 
tion. 

In order to avoid unpleasant occurrences during 
paravertebral anesthesia, the author recommends: 

1. Slow injection and repeated aspiration to avoid 
entering the blood vessels. 

2. Directing the needle point about 1 cm. back- 
ward when it comes into contact with the transverse 
process from the side in order to a,oid both large 
vessels and nerves. W. H. MEEntTs, M.D. 


SURGERY OF THE HEAD AND NECK 


HEAD 


Eliasberg, W.: Traumatic Epilepsy and Its Treat- 
ment (Zur traumatischen Epilepsie und ihrer 
Behandlung). Deutsche med. Wehnschr., 1921, 
xlvii, 707. 

On the basis of his own experience and that of 
others in the treatment of traumatic epilepsy, the 
author comes to the following conclusions: 

In an entire series of cases of traumatic early or 
late epilepsy, medical treatment with perhaps cold 
applications (Spielmeyer) was sufficient if the attacks 
appeared only when bromides or luminal were not 
given or occurred more or less regularly at intervals 


but showed no tendency to become worse. When 
once the status epilepticus has developed Eliasberg 
advises operation. It appears that in status epilep- 
ticus the epileptic changes in the brain are very much 
worse. Any bony covering must then be removed 
and all scars extirpated. Under all circumstances 
one must be on guard for cysts. 

The prognosis of traumatic epilepsy associated 
with brain injuries is always serious. Even after 
three, four, or more years of relatively good health, 
severe attacks may occur following a light infectious 
disease or even without any apparent cause due to 
the brain injury. If the surgical wound healing 
occurred some time ago and the wound has become 
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completely quiescent it is well to take into account 
the following points after having considered paresis, 
hemianopsia, and other features: 

1. The type, duration, and course of the epilepsy; 
the danger to life from injuries which might be in- 
curred during the spasmodic attacks; and the danger 
to life from progress of the condition (status epilepti- 
cus is of especial significance in this connection). 

2. Subjective difficulties. 

3. Social results due to character changes. 

4. Psychophysical functional capacity. 

On the basis of these points comparatively high 
compensation for damages resulting from traumatic 
epilepsy will be obtained. It should be emphasized, 
however, that frequent subsequent investigations are 
necessary and that even subjective progress of the 
condition without apparent signs at the time of the 
examination may warrant an increase in compen- 
‘ sation. Bort (Z). 


Schamoff, W. N.: Brain Abscess and Encephalitis 
Following Injuries to the Skull (Hirnabcess und 
Encephalitis nach Schaedelverletzungen). Manu- 
scripl, 1920. 

The author, who touched upon this theme at the 
Fourteenth Congress of the Russian Surgical Society 
in Moskow in 1916, reports in this article thirty-two 
cases of abscess of the brain from the Fedoroff Clinic, 
twenty-two of which ended fatally and only ten in 
recovery. He has come to the following conclusions: 

1. After brain injuries the meninges are pressed 
against the margin of the bony defect as the result of 
an increase in intracranial pressure. In this way the 
formation of adhesions is favored by which the sub- 
arachnoid space is protected against the advancing 
bacteria. 

2. Brain abscesses generally run a course devoid 
of highly alarming symptoms, but tend to progress 
along the lymph passages in the direction of the 
ventricles. The encroachment of the infectious 
process upon the ventricles leads to basilar meningitis 
which runs a violent course and as a rule is fatal. 

4. When operation is performed a_ relatively 
good prognosis can be given in cases of abscess and 
encephalitis if the condition is superficial. On the 
other hand, the deep brain abscess almost always 
perforates into a ventricle and causes death. 

5. The usual drainage material is to be rejected in 
brain surgery. It does not allow sufficient discharge 
and causes too great trauma. Strips of gutta-percha 
or cigarette drains should be employed. 

6. As little tissue as possible should be sacrificed 
at operation. The protective adhesion must always 
be spared and preventive measures should be taken 
against infection of the cerebral walls. To this end 
the infected skin wound and the margins of the ne- 
crotic bone must be removed. The dura mater should 
be exposed by a circular incision which takes in 
at least iz cm. of the healthy tissue. This exposure 
must be done cautiously. Deep splinters of pro- 
jectile or bone must not be sought for. Manipulations 
should be restricted to the minimum. HEssE (Z). 





INTERNATIONAL ABSTRACT OF SURGERY 


Swanberg, H.: Gunshot Injuries to the Brain. 
Am. J. Roentgenol., 1921, n.s. viii, 445. 

Since non-fatal cases of foreign bodies in the brain 
are rather infrequent and medical literature is scant 
regarding the end-results in groups of cases observed 
for many months after the initial trauma, the author 
believes it worth while to report eleven cases which 
he was able to follow up during his service at one of 
the army hospitals. He gives a minute description 
of the methods he used to determine the depth of the 
foreign body from the skin and its relationship to 
anatomical structures and reports the complete his- 
tories together with the roentgen and neurological 
findings. He sums up his findings as follows: 

In four of the eleven cases the foreign bodies were 
removed. Three of these patients died from menin- 
gitis on the third, fourth, and eighth days respectively 
following the operation, making the operative mor- 
tality 75 per cent. Of the eight who are living, seven 
still retain the foreign bodies in the brain and five of 
these have attacks of Jacksonian epilepsy. Of the 
two who are not so affected, one complains of occa- 
sional severe head pains. The foreign body in-the 
other case is extremely small, the smallest in the 
series. As the first Jacksonian convulsion did not 
occur in one of the cases until fifteen months after the 
injury, these men may yet develop this condition as 
only sixteen and nineteen months respectively have 
passed since their injury. The one patient who lived 
following the removal of the foreign body has had no 
convulsions. All the patients except one complain of 
headaches or vertigo, usually the latter. About half 
of them occasionally have paresthesia in the formerly 
paralyzed parts, although in the majority the paraly- 
sis itself has disappeared. The general health of most 
of the patients is fairly good. 

In no case does the foreign body appear to be caus- 
ing any special symptom or symptoms because of its 
particular anatomical location. In other words, as 
far as could be ascertained, the function of that 
portion of the brain in which the foreign body is lo- 
cated is not disturbed by its presence. The symp- 
toms complained of are in general those which are 
present in practically all such cases. Any special 
symptoms are due to the traumatized portion of th« 
brain through which the foreign body passed in reach- 
ing its final resting place. ApotpH Hartune, M.D. 


Anton, G., and Voelcker: The Venous System in 
the Brain and Brain Disinfection (Ueber di 
Venenwege im Gehirn und ueber Gehirndesinfek- 
tion). Jahrb. f. Psychiat. u. Neurol., 1921, xl, 415. 

The venous system of the brain and the liquor 
cerebralis are closely associated. There are many 
connections between the veins and venous systems 
and between these and the ventricles. The com- 
munications of the venous systems inside and outside 
of the rigid skull are numerous. The vessels of the 
diploe are connected with both the sinus venosi and 
the meningeal veins. As they open into the pacchion- 
ian depressions, the liquor cerebralis may here pass 
into the veins directly. 
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There is one area in the brain to which all the large 
venous sinuses and also the vena Galeni bring their 
blood, i.e., the confluens sinuum. This is clearly 
recognizable in the roentgen picture and can be de- 
termined also craniometrically. In the cadaver the 
authors were easily able to sound the individual 
sinuses from this point outward. Experiments with 
fluid metal injections and roentgen photography 
have shown, among other things, that the veins of 
the trunk and the ventricles communicate with the 
veins of the surface of the cerebrum not at all or to 
only a slight extent. This suggested the possibility of 
disinfecting the brain by injecting solutions into the 
desired portion of the vein. 

The choice of solution to be used for this purpose 
was difficult and dangerous. A suitable disinfecting 
fluid is claimed to have been discovered by Pregl 
(Graz) in what may be described briefly as an iodine 
solution which is isotonic for the blood. Prelim- 
inary experiments have given good results, and al- 
ready an injection has been made into the sinus 
longitudinalis with a not too thin hollow needle. 
This injection was borne as well as those made into 
other parts of the body and did noi cause thrombosis. 

WEICHERT (Z). 


Dandy, W. E.: 
Pineal Tumors. 
XXXiii, 113. 


An Operation for the Removal of 
Surg., Gynec. & Obst., 1921, 


Tumors of the pineal body have rarely been diag- 
nosed. The total number of authentic pineal tumors 
is less than one hundred and almost all have been 
found accidentally at autopsy. It is now possible to 
make a correct diagnosis of a pineal neoplasm or at 
least to determine that the lesion is restricted to 
the mesencephalon. 

The author has performed his operation upon three 
cases, and the results of one case at least have demon- 
strated not only the feasibility of the removal of such 
tumors, but also the absence of injurious effects. 

Cases of tumors of the pineal body can be helped by 
only one form of therapy, i.e., operative removal. 
Any treatment which is less than this is of no value. 
The symptoms which bring the patient to the physi- 
cian are invariably those of intracranial pressure due 
to an internal hydrocephalus caused by occlusion of 
the aqueduct of Sylvius over which the tumor is 
situated. Other signs of local character follow the 
direct pressure of the tumor upon the corpora quad- 
rigemina and the structures in the mesencephalon. 
No palliative benefits can possibly accrue from a 
decompression or a puncture of the corpus callosum. 

The essential features of the author’s procedure 
are: (1) craniotomy through a large parieto-occipital 
bone flap, preferably on the right side; (2) release of 
the fluid in the lateral ventricle by trocar puncture; 
(3) ligation of the cerebral veins; (4) retraction of 
the brain (cerebral hemisphere) to one side; (5) split- 
ting of the corpus callosum; (6) ligation of the in- 
lerior longitudinal sinus if necessary; (7) division 
of the falx cerebri, if necessary; and (8) enucleation of 
the tumor. FREDERICK CHRISTOPHER, M.D. 
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Shelden, W. D.: Tumors Involving the Gasserian 
Ganglion. J. Am. M. Ass., 1921, xxvii, 700. 

The author reports four cases of tumor of the 
gasserian ganglion observed by him at the Mayo 
Clinic. The first patient was a man, aged 26, with 
a history of tuberculosis of the right knee. He was 
seen eighteen months after the appearance of the 
initial symptoms of pain in the right cheek and in 
front of the right ear which was almost constant and 
occasionally became severe. For one month before 
examination, he had noted numbness of the right side 
of the tongue, chin, and right cheek and that his 
voice had developed a nasal quality. 

The general examination was negative except for 
the discovery of enlarged glands under the jaws which 
microscopic examination showed to be tuberculous. 
The right pupil was smaller than the left. Conver- 
gence reactions and fundi were normal, as were the 
ocular movements, but there was a slight ptosis of 
the right lid and practical absence of the right corneal 
reflex. Sensation of touch was lost over the chin, 
impaired over the right cheek, and normal over the 
forehead on the right side. Recognition of the head 
and point was lost over the chin and cheek and much 
impaired over the forehead. Temperature sense was 
most impaired over the chin, but not abolished; it 
was impaired, but less impaired than pain sense, over 
the cheek and forehead. This dissociation remained 
constant. 

At operation a spherical tumor 1 cm. in diameter 
was removed from tissue around the ganglion. Sec- 
tions showed this growth to be an endothelioma. 
After operation the pain ceased for one month, then 
returned, and in spite of alcohol injections, remained 
constant until death occutred about a year and a half 
later. 

The second patient, a woman aged 45, gave a his- 
tory of a blow on the head six months before observa- 
tion and of tinnitus in both ears, especially the left, 
for two or three years. For one and one-half years 
before examination at the Clinic she had constant 
severe pain in the left cheek, and two months before 
observation had become hoarse. Epileptiform at- 
tacks had been of frequent occurrence. 

Examination revealed complete paralysis of the 
left external rectus, slight ptosis, reduction of pupil- 
lary reaction to light, and a normal fundus. The left 
vocal cords were paralyzed, the left sternomastoid 
was weak, and the left half of the tongue was marked- 
ly atrophic. At operation, a portion of the tumor was 
removed and the fifth posterior root was cut. Tem- 
porary relief from pain followed. Sections of the 
tumor showed endothelioma. ‘The symptoms con- 
tinued until death seven months after the examina- 
tion. 

The third patient was a woman, aged 47, with a 
history of constant pain for eleven months before 
observation. She had a convergent strabismus of 
the left eye of six months’ duration. 

Physical examination showed diminution of vision 
of the left eye, paralysis of the left external rectus, 
and impairment of the ocular motions. Anaesthesia 
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of the face was absent; touch with cotton was some- 
what painful. The left ear showed profound nerve 
deafness. Atrophy of the left side of the tongue and 
weakness of the left sternomastoid muscle were also 
noted. 

At operation the site of the ganglion was found to 
be occupied by a tumor. A portion of the growth 
which was removed showed it to be an endothelioma. 
Section of the posterior root gave freedom from pain 
for a year, but later symptoms developed which were 
compatible with progression of the growth along the 
middle and posterior fossz. 

The fourth patient, a man of 28 years, had had 
convulsions at 2 years of age and a convergent 
strabismus of the left eye when he was 4. After 
operation the condition changed to one of divergent 
strabismus. ‘Three years before examination at the 
Clinic he had optic atrophy of the left eye and neuritis 
of the right eye. When the patient was first seen by 
the author the left eye could only perceive light and 
there was visual impairment in the right eye. Eleven 
months previously he had a burning sensation in the 
right cheek, the right side of the tongue, the face, and 
the forepart of the scalp. ‘This was followed later by 
vertigo and impairment of gait. 

Examination showed bilateral secondary optic 
atrophy, divergence of the left eye, and uniform loss 
of sensations of touch, pain, and temperature over 
the distribution of the fifth nerve on the right side. 
A tumor above, but involving, the ganglion was 
found which on microscopic examination was shown 
to be a glioma. Removal of the tumor was followed 
by improvement. ‘Three and one-half years later 
there was no evidence to indicate a recurrence. 

The author notes that sudden paroxysms of ‘pain 
are infrequent and uninfluenced by external irritation. 
Tumors involving the ganglion showed various evi- 
dences of penetration of the middle and posterior 
fosse. The dissociation of sensations in the branches 
of the fifth nerve is noteworthy. 

The gasserian ganglion may be involved also by 
tumors arising primarily in the nasopharynx, and 
these tumors, usually epitheliomata, may not cause 
symptoms until after penetration of the skull. The 
difference between the nasopharyngeal group of 
cases and the group in which the tumor arises primari- 
ly within the cranium is that the former allow only 
palliative radium therapy, while the latter are 
treated surgically. G. H. Jackson, Jr., M.D. 


Esser, J. F. S.: A Plastic Operation on the Nose 
Without a Skin Incision (Nasenplastik ohne Haut- 
schnitt). Deutsche &tschr. f. Chir., 1921, clxiv, 211. 


For the treatment of saddle nose which is so sunken 
and fixed by scar tissue that it cannot be corrected 
by the ordinary methods of bone transplantation, 
and for the correction of marked deformities following 
lues, lupus, and gunshot wounds in cases in which 
there is a wide bridge of skin extending from the left 
to the right cheek, the author recommends his nose 
plastic procedure without a skin incision as a substi- 
tute for the usual operative procedures. 
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Entrance to the interior of the nose is gained 
through the mouth by cutting through the roof of the 
fornix near the incisor and canine teeth. The nasal 
septum, if present, is divided with the shears, the 
upper lip and nose are lifted up, and the cheek is 
separated from the underlying structures by sharp and 
blunt dissection. The sunken nose and the adjoining 
cheek tissue are then lifted with Langenbeck retrac- 
tors and an impression of both sides of the face ad- 
jacent to, and including, the nose is made with 
dentist’s wax. 

After this impression has been hardened, it is cov- 
ered with a single large Thiersch graft with the cut 
side out and in such a way that the middle of the flap 
corresponds to that part of the model which goes 
ahead when the model is inserted. This skin-covered 
model is then introduced into the nose area and, if 
possible, the incision in the fornix is sutured prefer- 
ably with metallic suture material. If suturing 
is not possible, the model is fixed in position by means 
of two strong metal sutures which are passed through 
the upper lip just above the angle of the mouth and 
fastened to metal plates or buttons. 

After eight days the suture and the model are 
removed. The wound has been in contact with the 
Thiersch graft on all sides and the transplant has 
healed in place as far as the area where the model lay 
free in the nose and mouth cavity. This space is then 
tamponed with gauze for one or two days. The nose 
is then supported by means of a temporary prosthesis 
which allows nose-breathing. This prosthesis is 
fastened to the teeth and led over the upper lips into 
the nostrils, or is attached to a head bandage. From 
one to two months later a permanent support is 
formed by means of bone grafts or a dental prosthesis 
is inserted through the fornix opening. 

During the entire after-treatment care must be 
taken that the nose does not sink in as the result of 
shrinkage. This should be prevented by the prosthe- 
sis. In serious nose defects substitution must be 
made also for other missing portions. 

The author gives the histories and numerous pic- 
tures of rine cases treated by the method described. 
He states that cartilage transplants heal in more 
easily than bone and if suppuration develops are 
seldom sloughed out. However, in one case reported 
a large part sloughed away. Emphasis is laid on the 
fact that the transplantation is made just under the 
surface of the skin in order as much as possible to 
avoid infection from the nasal cavity. Rope (Z). 


NECK 


Wilson, L. B.: Malignant Tumors of the Thyroid. 
Ann. Surg., 1921, Ixxiv, 129. 


This article presents an analysis of the pathologic 
data concerning 290 patients with malignant tumors 
of the thyroid who were examined in the Mayo Clinic 
between January 1, 1901, and January 1, 10921. 
Photomicrographs illustrate the various histologic 
types of tumors, and the clinical course of the disease 
in cases of the various types is discussed in connection 
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therewith. The following is a summary of the princi- 
pal points brought out: ; 

1. Malignant tumors of the thyroid are much more 
frequent than is generally believed. Their correct 
clinical diagnosis is frequently missed: (1) because 
they may have periods of development of from five to 
fifteen years and patients are not followed up long 
enough after operation, and (2) because not infre- 
quently the tumor in the thyroid itself is relatively 
small and the character of the metastasis is not de- 
termined because of the rarity of autopsies. 

2. Pathologic diagnosis is difficult because of the 
variation in the histology of the tumor tissue and 
its resemblance to that of non-malignant processes. 

3. There has been a marked failure of American 
surgeons to report their cases of malignant tumors of 
the thyroid in the literature. This should be corrected. 

4. Insufficient observations are at hand for de- 
termining the geographic incidence. 

5. At the date of diagnosis the incidence of malig- 
nant tumors of the thyroid is greatest in the fifth 
decade of life. 

6. The distribution by sex is about one man to 
two women. 


SURGERY OF 


CHEST WALL AND BREAST 


Shipley, A. M.: A Consideration of 190 Chest In- 
juries. Am. J. Surg., 1921, Xxxv, 221. 


The author summarizes his impressions of chest 
surgery gained while Surgical Director of Evacuation 
Hospital No. 8 during five major offensives with the 
American Army, and reports in detail regarding 190 
chest injuries cared for by this unit during the Ar- 
gonne-Meuse offensive. The cases are classified in 
five groups as follows: 

1. Injuries of the chest wall only, without opening 
the pleural cavity, treated by débridement as in 
wounds of soft parts and bone elsewhere. 

2. “Sucking wounds,” injuries of the chest wall 
opening into the pleural cavity. These patients were 
cyanotic, dyspneeic, anxious, and uncomfortable, and 
had a rapid irregular pulse of low tension. Débride- 
ment and plugging or suturing the opening was 
followed by decided improvement. 

3. Extensive wounds of the chest wall including a 
penetrating or perforating wound into the thorax. 
The scapula and one or more ribs were often injured 
and if the wound was caused by shell fragments, 
clothing was carried in and the wound was badly 
infected. Radical débridement of the chest wall with 
removal of bone fragments and foreign bodies was 
indicated. The pleural cavity was rendered as dry 
as possible and tightly closed to prevent mediastinal 
flapping. The operations on the lung at the same time 
varied with the operators and the question is still 
unsettled. 

4. Cases of slight injury to the chest wall in which 
a large piece of shell casing remained in the lung. 
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7. Patients usually seek medical advice on the 
occasion of recent rapid growth in a long-standing 
nodular tumor of the thyroid. Some give histories 
of slow continuous growth. 

8. Early thorough operations give a fair percentage 
of cures. Palliative operations are warranted in late 
cases with extensive local involvement. 

9. The pathologic diagnosis must take into account 
the usual development of malignant tumors of the 
thyroid from proliferating embryonic adenomata. 

10. The pathologist must be thoroughly familiar 
with the various characteristics of proliferating ade- 
nomata, as first described by Langhans, in all their 
stages. 

11. The pathologist must be on the lookout for 
the possible relationship of bizarre metastatic growths 
of tumors of the thyroid. 

12. In his diagnosis for the guidance of the surgeon, 
the pathologist must consider the relative preponder- 
ance of proliferative and degenerative processes in 
the tumor, but a proliferating adenoma in a patient 
of cancer age should not be considered benign unless 
the process of degeneration is very extensive and 
thoroughly overbalances that of proliferation. 
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Hemothorax with the possibility of active bleeding 
was usually present. A major thoracotomy was per- 
formed with removal of the foreign body, suture of 
the bleeding lung, drying of the pleural cavity, and 
closure. As the wounds could not be left open, the 
outcome was determined largely by the presence or 
absence of infection. 

5. Penetrating or perforating wounds made by 
machine-gun or rifle bullets or small bits of shell 
casing. In these cases there was usually a small 
wound of entrance and hemothorax developed. The 
best results were obtained by expectant treatment 
with late operation if necessary. 

Of the 190 patients twenty-five died in the shock 
ward before they became operable. Forty belonged 
to Groups 2 and 3. There were sixteen deaths, a 
mortality of 40 per cent. In forty-three cases a 
major thoracotomy and some operation on the lung 
were performed. In this group there were twenty- 
seven deaths, a mortality of 63 per cent. Eighty- 
two cases belonged to Group 5; seven patients died, 
a mortality of 8.5 per cent. The total mortality in 
cases in which the thorax was opened at the time of 
injury was 39.5 per cent. 

The time since injury varied considerably but 
averaged about sixteen hours. Therefore the wounds 
were heavily infected, 40 per cent showing strepto- 
cocci and nearly all showing anaerobes in cultures. 
In cases of hemothorax with bleeding, saline infusion 
and transfusion were contra-indicated. In the fatal 
cases pneumonia of the opposite lung occurred fre- 
quently when either local or general anesthetics were 
used and in some cases in which death occurred before 
operation was attempted. Patients with a blood 
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pressure below go were sent to the shock ward for 
treatment. Only sucking wounds or those with active 
hemorrhage were operated upon in the presence of 
low blood pressure. 

Ether can be used with entire satisfaction as an 
anesthetic. Pressure for distention of the lung can 
be obtained from a gas tank or more simply by means 
of a dentist’s foot pump. The lung can thus be dis- 
tended or collapsed at will to facilitate examination 
of the wound. 

There were two methods of approach, rib resection 
and incision into the thorax between the ribs. The 
latter requires a rib retractor but is much easier to 
close as strong catgut will bring the ribs together 
and obviate the necessity of suturing the pleura which 
is often impossible. Roscoe C. Wess, M.D. 


Donati, M.: Decortication and Pneumopexy in the 
Operative Treatment of Fistulous Chronic 
Empyema (Decorticazione e pneumopessia nella 
cura operatoria dell’empiema cronico fistolizzato). 
Arch. ital. di chir., 1921, iii, 517. 

Donati reviews the history of pulmonary decorti- 
cation in cases of chronic empyema since it was first 
done by Fowler in the United States and by Delorme 
in France. 

The success of pulmonary decortication depends 
upon the possibility of maintaining the expansion of 
the lung obtained by the operation; if any degree of 
hydrothorax or pneumothorax persists, or if infection 
recurs, the efforts of the surgeon will have been in 
vain. For these reasons many surgeons have believed 
that decortication should be done with a thoracec- 
tomy of the Schede type. 

To obtain a complete and sure result from pul- 
monary decortication Donati believes it is necessary 
to disinfect the focus thoroughly beforehand and to 
assure the prompt adhesion of the re-expanded lung 
to the thoracic wall. 

The more recent methods of disinfecting wounds are 
more eflicient than those formerly used. The ad- 
hesion of the lung to the thoracic wall can be obtained 
only by parietal pneumopexy following the decor- 
tication. 

Donati discusses total or partial pleurectomy as 
described by several authors in connection with decor- 
tication of the lung. He points out that anatomically 
the pleural covering adheres closely to the lung and 
that a pleurectomy is not practical. When a pleu- 
rectomy of the type referred to is done the pleura is 
not separated from the underlying lung, but the lung, 
covered with its investing pleural sheath is separated 
from the pseudomembranous inflammatory fibrous 
covering which is adherent to it. When this sepa- 
ration has been effected and the lung is free, pneumo- 
pexy is to be considered. Donati discusses the at- 
tempts at pneumopexy made by Lambotte, Gold- 
mann, Souligoux, Perthes, and Pieri. He then 
describes his own method of costo-diaphragmatico- 
pulmonary decortication followed by pneumopexy. 

The thoracic incision runs intercostally and either 
immediately above or immediately below the fistu- 
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lous orifice. It begins posteriorly at the costo 
vertebral angle and runs anteriorly to the limit of 
the pleural sac where it is continued by another 
ascending incision running obliquely the distance of 
three or four ribs and intercostal spaces. The soft 
parts having been dissected and turned over, the 
costotomy, section of muscles, and ligation and section 
of the vessels are done. The thoracectomy may be of 
any type, but before the thoracic flap can be lifted it 
may be necessary to separate the thickened under- 
lying pleura from the thoracic wall by means of the 
finger. A parietal, pulmonary, and diaphragmatic 
decortication follows. This also can usually be done 
with the finger but may occasionally necessitate the 
use of the bistoury. 

When the lung is completely freed, any lesions on 
its surface are repaired with fine catgut. Then, with 
a Reverdin needle, such a number of strong catgut 
U-sutures as may be thought necessary are passed 
through the intercostal spaces into the pulmonary 
tissue, preference being given to remaining fibrous 
tissue. Sutures are passed also from the base of the 
lung and diaphragm and are knotted. When the 
costal flap is replaced and sutured in position the 
U-sutures of the pneumopexy are tightened and 
sutured ever it. 

Donati reports a case in which this technique was 
used. There was some slight postoperative trouble 
due to the persistence of slight sepsis. On this 
account he insists upon rigid pre-operative disin- 
fection. Such complications are insignificant when 
compared with those resulting from so-called thora- 
coplastics. Donati’s patient ultimately recovered. 
The technique is clearly illustrated. 

W. A. BRENNAN. 


Sistrunk, W. E.: Cancer of the Breast, with a Study 
of the Results Obtained in 218 Cases. Penn- 
syluania M. J., 1921, xxiv, 781. 

The author reports a detailed study of 218 traced 
cases of cancer of the breast operated on in the Mayo 
Clinic during the years 1911, 1912, and 1913. 

Recurrences were found largely in the late cases, 
and evidently occurred because cancerous tissue was 
left in regions inaccessible to the knife. The highest 
percentage of cures and the lowest percentage of 
recurrences occurred in patients operated on early in 
the course of the disease before glandular involvement 
could be demonstrated. 

The author believes that if it were possible to 
operate on all patients in the early stage of the disease 
and before the glands are involved, 75 or 80 per cent 
of those with cancer of the breast would obtain five- 
year to eight-year cures. 

The lymphatic drainage of the breast is briefly re- 
viewed and emphasis placed on the impracticability 
of removing the supraclavicular glands. It is impos- 
sible to remove the lymphatics which accompany per- 
forating branches of the internal mammary and inter- 
costal arteries. 

Local recurrence developed in 10.5 per cent of the 
patients in whom no glandular involvement could be 
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demonstrated at the time of operation. Of forty-six 
cases with local recurrences the glands were involved 
at the time of operation in 80.4 per cent. 

The operative procedure consisted of: (1) wide 
removal of skin and subcutaneous fat, (2) wide remov- 
al of both pectoral muscles, (3) extensive dissection 
of the subscapular and axillary lymphatics, (4) 
removal of glands and fascia from the infraclavicular 
triangle, (5) removal of a portion of the fascia covering 
the upper portion of the rectus muscle, and (6) a 
modified Rodman incision. The functional result 
in the. arm was perfectly satisfactory and the scar 
caused no pain. 

The axillary glands were found involved in 60.5 per 
cent of the patients comprising the series. Of eighty- 
six patients operated on before glandular enlargement 
developed, 64 per cent were alive from five to eight 
years after the operation and recurrences are known 
to have developed in six. In 132 patients with glandu- 
lar enlargement at operation 19 per cent are alive 
from five to eight years after the operation, and three 
of these are known to have recurrences at the present 
time. Of the 218 patients, 36.7 per cent are alive from 
five to eight years after the operation and nine are 
known to have recurrences. The involvement or 
non-involvement of the glands seems to be the chief 
factor in the prognosis following operation. Patients 
with glandular involvement at the time of operation 
cannot be expected to live more than eight years. 

About half of the patients were under 50 years of 
age and half were over 50. Ten per cent more of 
those over 50 were alive five to eight years after the 
operation than of those under 50. One hundred and 
fifty-seven had borne children and fifty-five had not. 
In two patients carcinoma was present during preg- 
nancy and both died. Four patients had carcinoma 
in lactating breasts and in these cases also the mor- 
tality was 100 per cent. An ulcerating growth was 
found in twenty patients; 85 per cent of these are 
dead. The growth was located in the upper and outer 
halves of the breast twice as often as in the lower and 
inner halves. Evidences of metastasis in other regions 
were found in 60.9 per cent of the patients in whom 
local recurrences developed. 

One patient died in the hospital, giving an immedi- 
ate mortality of 0.4 per cent. 

One hundred and four of the 138 patients known 
to be dead died of recurrence of the cancer, twenty- 
three died from unknown causes, and eleven died 
from causes other than cancer. 

Of the 218 patients studied, 2.7 per cent died in 
six months, 21.1 per cent in one year, 34.9 per cent 
in two years, 49.1 per cent in four years, 55 per cent 
in five years, and only 2.3 per cent after five years. 
In the cases of 5.9 per cent of the patients the time 
of death was not determined. 

Three-year cures were obtained in 36.3 per cent of 
132 patients with glandular involvement at the time 
of operation and in 75.6 per cent of those without 
glandular involvement at the time of operation. 
Without regard to glandular involvement, 51.8 per 
cent were alive at the end of three years. 
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Five-year cures were obtained in 22 per cent of the 
132 patients with glandular involvement at the time 
of operation and in 65.1 per cent of the eighty-six 
without glandular involvement at the time of opera- 
tion. 

In five cases a specimen was removed for pathologic 
diagnosis from two days to two months before the 
radical operation. Seventy-five per cent of these 
patients were alive without recurrence five to eight 
years after the operation. The removal of specimens 
apparently does not necessarily make the prognosis 
unfavorable. J. A. Bucnanan, M.D, 


Aperle, G.: Tansini’s Method of Amputating the 
Breast in Cases of Cancer (Sobre el procedimien- 
to de Tansini para la amputacién de la mama en 
caso de c4ncer). Siglo med., 1921, lxvii, 789. 

Tansini was of the opinion that radical procedures 
for amputation of the breast in cases of cancer did 
not take sufficient account of cutaneous recur- 
rences. In his opinion special attention should be 
given to complete extirpation of all the skin of the 
breast. The Tansini method includes extirpation of 
the breast in toto with flap dissection including the 
major and minor pectorals and all the lymphatic con- 
nections of the breast as far as the axilla. The large 
aperture is then filled with a musculocutaneous flap 
cut from the back with its pedicle in the axilla. In 
this way the plastic reconstruction is done with fresh 
resisting skin taken far from the mammary region 
and cicatricial retraction is prevented. According 
to the author this method has these special advan- 
tages: 

1. The possibility of completely eradicating the 
cancer. 

2. Prompt operative recovery by first intention 
even in cases of extensive involvement. 

3. Absence of cicatricial retraction, of adhesions 
to the vein, and of consequent obstruction to cir- 
culation and limitation of movement of the arm. 
Such conditions are brought about by the adhering 
scars and other defects of healing which are generally 
observed in cases operated upon by other techniques. 

In Aperle’s opinion the method of Tansini is so 
perfect technically and therapeutically that it is 
without doubt the method of choice in cases of mam- 
mary cancer. W. A. BRENNAN. 


PHARYNX AND @SOPHAGUS 


Guisez, J.: The Pathogenesis and Treatment of 
Severe Dilatations of the (sophagus (Path- 
ogénie et traitement des grandes dilatations de 
Vcesophage). Presse méd., Par., 1921, xxix, 661. 

Guisez refers to the severe cesophageal dilatations, 
incorrectly termed “idiopathic,” which occur in the 
lower two-thirds of the subdiaphragmatic portion of 
the cesophagus. 

According to the author’s statistics these dilata- 
tions constitute one-sixth of all the diseases of the 
cesophagus. During 1920 he diagnosed 35 cases, the 
majority those of males at or beyond middle age. 
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With regard to the pathogenesis there are two 
main theories, that of primary cardiospasm and that 
of insufficiency of peristalsis or primary atony of the 
cesophagus. The theory of primary cardiospasm is 
the theory most generally accepted as being in agree- 
ment with the clinical and therapeutic findings. 
Guisez is of the opinion that the theory of primary 
atony is true only in certain pathologic conditions in 
which the cesophagus is paralyzed. Such cases are 
quite exceptional; Guisez has seen only three. The 
repetition of the functional spasm leads to inflam- 
matory stenosis and occasionally cicatricial degenera- 
tion. Guisez believes that atony is secondary and 
late in the evolution of the condition. The stasis of 
food brings about a deep cesophagitis which favors 
cancer. Guisez has found cancer in 26 such cases. 

With regard to the treatment, the author states 
that if cesophagoscopy and X-ray examination show 
that the condition is not far advanced, medical and 
dietetic treatment suffice. In simple spasmodic 
stenosis progressive dilatation should be done. For 
several years the author has treated such cases by 
multiple dilatation, that is, he passes two small guide 
sounds first and then a larger one over them. These 
may be permitted to remain in place as long as fifteen 
minutes. In inflammatory stenosis it may be neces- 
sary to pass a fine bougie under endoscopic guidance, 
A very marked degree of horizontal dilatation is 
possible. 

In certain severe cases a gastrotomy may be neces- 
sary. Such an operation was indicated in 15 of 
Guisez’s cases. 

The author believes that the more complex surgical 
operations, i.e., cardia dilation by the gastric route, 
cesophagogastric anastomosis, partial resection of the 
dilated oesophageal sac, etc. are scarcely warranted. 
Under endoscopic guidance the most severe types of 
this lesion can be treated successfully through the 
natural routes. If the dilatation is maintained suffi- 
ciently long and is repeated regularly, the dilated 
pocket, if not too large, will return to its original 
dimensions and deglutition will become normal. By 
the method described Guisez has never failed to cure 
even the most advanced type of case. 

W. A. BRENNAN. 


Lundblad, O.: An Antethoracic Msophago- 
Plastic Operation (Ueber antethorakale Oeso- 
phagoplastik). Acta chirurg. Scand., 1921, iii, 
535+ 

The author discusses first the Roux method of 
treating burns of the cesophagus. In th _ procedure 

Roux introduces a medium-sized stomach tube into 

the nose, forces it down to the stomach, and leaves it 

in position until healing has taken place. Roux and 
others have reported excellent results. The author, 
however, is not so favorably impressed with this 
method as it did not prove successful in a case in 
which he tried it. Furthermore he states that in 
many severe burns of the oesophagus it is impossible 
to pass a sound or tube. For these and other severe 
cases in which the passing of tubes, electrical treat- 
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ment, oesophageal incisions, and other compara- 
tively conservative methods are of no avail, Lundblad 
sees in his antethoracic cesophago-plastic operation a 
method of overcoming the difficulty. A case reported 
in this article was as follows: 

The patient was a 3-year-old boy who had swal- 
lowed lye. Sounding or the passing of tubes was im- 
possible, and as the patient could not swallow any 
nourishment, a gastrotomy was done according to 
the Witzel method. The artificial fistula thus formed 
was sufficient to furnish him nourishment as long as 
necessary, and was closed about two years later. 
About a year after the gastrotomy the child’s parents 
consented to such further surgical procedures as 
the author considered necessary. It had been 
Lundblad’s intention to construct the oesophagus 
under the breast skin from a loop of small intestine 
but the mesentery of the small intestine was too 
short. Accordingly, the entire transverse colon 
(about 22 cm. in length) was divided at the flexures 
with care that the circulation should be adequate for 
the resected portion as well as for the rest of it, and 
the end of the ascending colon was united to the end 
of the descending colon. 

The resected portion of colon was left connected 
with its portion of mesentery but the mesentery was 
divided between the resected and the remaining por- 
tions. The splenic end of the resected portion of 
colon was implanted into the stomach just below the 
lesser curvature as near the cardia as the fistula per- 
mitted. The other end was then drawn up under the 
skin to about the level of the second rib in the mam- 
mary line, where a transverse opening was made 
through the skin. The colonic mucous membrane 
was then sutured to the skin incision, a temporary 
opening being thus formed. ‘The peritoneum was 
sutured about the intestine and the abdominal 
incision closed. 

The implanted colon soon healed, the patient re- 
covered from the operation very rapidly, and after a 
few days took nourishment through the newly created 
intestinal cesophagus. Peristalsis could then be ob- 
served; the author had been careful to place the im- 
planted colon so that this would occur in the right 
direction. 

After a time it became evident that there was some 
obstruction between the intestinal cesophagus and the 
stomach. At operation it was found that the opening 
into the stomach from the implanted colon had 
practically closed. Without any great difficulty, 
however, it was opened and enlarged and the patient 
soon recovered. 

The next step in the procedure consisted in uniting 
the neck part of the cesophagus with the created 
antethoracic portion. This was done by making an 
incision at the inner border of the sternocleidomastoid 
on the left side, drawing the oesophagus down, and 
uniting it with a double row of sutures with the upper 
end of the intestinal cesophagus. At first, on account 
of discharges and constant irritation, considerable 
difficulty was experienced in preventing the formation 
of a fistula at the site of union of the two ends. Final- 
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ly, however, good union was obtained so that six 
months later the patient was able to swallow both 
solid and liquid food by means of the newly construct- 
ed intestinal cesophagus. As the fistula made in the 
stomach was then no longer necessary, it was closed. 

It is noted that the patient does not swallow as 
readily as with a normal cesophagus, but if the food 
accumulates there is no difficulty in pushing it down 
from the outside. When he cries or presses, the stom- 
ach contents tend to come up into the intestinal 
cesophagus, but they never rise as far as the throat. 
The child’s appetite is good, he is well nourished and 
is growing, his stools are normal, and in general his 
condition is excellent. 

Bircher appears to have been the first (1894) to 
construct an organic substitute for the thoracic part 
of the cesophagus. Like von Hacker, he attempted to 
form an cesophageal tract by turning in the external 
surface of the skin in such a manner as to form 
an oesophageal channel. Others attempted the 
same method but with unfavorable results. Wull- 
stein proposed, and Roux carried out, the idea of 
constructing an oesophageal tract from the small 
intestine. However, on account of the shortness of the 
mesentery, it was seldom possible to obtain a loop 
long enough to reach up to the normal cesophagus in 
the neck. Consequently those who tried this method 
were usually forced to construct a tube of skin in the 
intervening space and their results were not favorable. 
Kelling used the transverse colon to form an cesopha- 
gus and made a skin tract to join the normal 
cesophagus above to the newly constructed intestinal 
cesophagus. He thus showed the possibility of using 
the large intestine for this purpose. Almost simulta- 
neously other surgeons performed similar operations 
with favorable results. 

Hirsch and Jianu adopted entirely different plans, 
forming a new cesophageal tract from portions or 
strips of the stomach wall. They succeeded in con- 
structing an antethoracic cesophageal tract which 
extended up as far as the neck and joined this to the 
normal cesophagus in the neck by means of a skin 
tract. 

In discussing his own operation the author empha- 
sizes that it should be undertaken only in cases of 
complete stricture of a non-malignant nature or, if 
used in cases of malignant growths, only after the 
growth has been removed. He does not consider, as 
some authorities do, that children are unfavorable 
subjects for such a procedure. He adds that a gas- 
trotomy or enterostomy must precede the operation 
in order that the patient may be supplied with nour- 
ishment until the newly created tract can function. 
He does not approve of the use of skin to form an 
cesophageal tract even if the distance to be bridged 
is small. The digestive juices almost always inter- 
fere with, or prevent, healing, and when skin is used a 
continual irritation is present. Moreover, cases have 
been reported in which hair growing from the epi- 
dermis formed an obstruction in the tract. The 
author is of the opinion also that skin will not stand 
the constant irritation of the digestive juices for a long 
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time, and that cancer would be apt to develop as 
the result of such irritation. 

The tract should be made as nearly normal as 
possible and this can be done best by forming the 
entire new cesophageal tract from the stomach to the 
cesophagus in the neck from intestine. As usually 
small intestine cannot be obtained in sufficiently long 
portions, Lundblad prefers the transverse colon. The 
use of the small intestine has the disadvantage that 
the blood supply is not so good; portions of small 
intestine transplanted to form an cesophageal tract 
have often become gangrenous. The use of the 
stomach to build a new cesophagus is objected to be- 
cause the stomach is often atrophied and therefore 
unsuited for the purpose, while under the most 
favorable circumstances it is almost impossible to 
form a tract sufficiently long. 

In conclusion the author admits that operations to 
form a new cesophagus are still imperfect but 
states that on the basis of his own cases and those of 
other surgeons he has every reason to expect excellent 
results in the future. One of Blauel’s patients who 
had a new cesophageal tract constructed from small 
intestine and skin served a half year in a strenuous 
military campaign, eating the same food as other 
soldiers and living the same life. In von Hacker’s 
case in which the transverse colon and a skin tract 
were used, the patient’s general health is excellent 
after a period of four and one-half years, although 
ulcer formation was predicted. These results show 
that it is possible in these unfortunate cases to 
restore conditions so nearly to the normal that the 
patient is able to enjoy his food and follow his usual 
calling. W. H. MEents, M.D. 


MISCELLANEOUS 


Jacobaeus, H. C., and Key, E.: Some Experiences 
with Intrathoracic Tumors, Their Diagnosis 
and Their Open Treatment. Acta chirurg. 
Scand., 1921, liii, 573. 

The authors describe five cases of intrathoracic 
tumors and one case of solitary tubercle of the lung 
which simulated a tumor. In two cases the tumor 
was restricted to the lung. In one of these no opera- 
tion was performed. In the other it was found by 
thoracotomic test that the growth was not removable. 
Three times an extrapulmonary tumor growing in the 
pleural cavity was extirpated successfully. On ac- 
count of the diagnosis of tumor lung resection was 
done in the case of solitary tubercle. 

The diagnosis was based chiefly on X-ray examina- 
tions before and after artificial pneumothorax and a 
thoracoscopic examination after pneumothorax, The 
latter procedure showed the position of the tumors 
in the pleural cavity especially regarding their con- 
nection with the lung, and their size, shape, and ap- 
pearance, all of which are of the greatest importance 
in determining the possibilities for operation. 

The conclusions drawn are as follows: 

1. For the diagnosis and localization of pleural and 
lung tumors it is of great importance to make an 
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X-ray examination before as well as after the in- 
duction of pneumothorax. An X-ray examination 
made after ti.e induction of pneumothorax gives 
valuable information supplementing that already 
obtained in the X-ray examination made before the 
induction of pneumothorax. 

2. By thoracoscopic examination valuable informa- 
tion is obtained for the diagnosis and localization of 
pleural and lung tumors which supplements the re- 
sults of the X-ray examinations. 

3. If there is no opportunity to use a differential- 
pressure apparatus, it might be advantageous to 
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induce pneumothorax previous to the operation in the 
pleural cavity. 

4. If differential-pressure apparatus is employed, 
pneumothorax for the thoracoscopic examination 
should be induced as shortly before the operation as 
possible in order that the inflation of the lung after the 
operation may not be rendered more difficult or im- 
possible. 

5. If the lung is inflated after the completion of 
the operation, more favorable conditions for healing 
are eventually obtained. 

FREDERICK CHRISTOPHER, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Krivsky, L. A.: On the Pseudomyxoma Peritonei. 
J. Obst. & Gynec. Brit. Emp., 1921, xxviii, 204. 

This disease is due to the flooding of the abdominal 
cavity with masses of gelatinous matter due to the 
rupture of a pseudo-mucinous ovarian cystoma or the 
bursting of the appendix when it is too greatly ex- 
panded by its mucous contents. There are typical 
adenocystomata of the ovary which are peculiar in 
that their walls are very thin and therefore burst 
easily. ‘The contents of the various loculi in these 
tumors are not identical, the secretion in the larger 
and older cavities being of a watery nature while 
that in the smaller and younger cavities is gelatinous. 

Following the flooding of the abdominal cavity the 
so-called “implantation” may develop. This is 
characterized by the appearance on the peritoneum 
of secondary cystomata due to the grafting upon it of 
some of the living elements of the primary cystoma. 
These secondary cystomata produce in their turn 
pseudo-mucinous masses or cysts. In some cases the 
peritoneum shows only chronic inflammation, while 
in others both inflammation and implantation are 
found, This is probably explained by the age of the 
cystoma. If of considerable age and if its contenis 
are without living epithelial elements, only the re- 
active inflammation appears in the peritoneum; if it 
is of recent formation and if elements capable of 
further growth escape into the peritoneal cavity, the 
process of inflammation is complicated by implan- 
tation, 

The only correct treatment of this disease is excision 
of the ruptured cystoma and the removal of the 
colloid matter which has escaped into the peritoneum. 
If the removal is not complete the condition will 
continue to spread. 

It has been proved that the disease occurs in men 
even more frequently than in women. Recently 
authors have come to the conclusion that in many 
cases the disease has originated in both the ovary and 
the appendix. It is not known, however, which 
organ was first attacked. 

A case is presented in which there were two dis- 
tinct causes of the condition: (1) the bursting of 
the wall of a cystoma of the left ovary, and (2), a 


cyst-like formation which represented the appendix 
and had been filled with mucus which had escaped 
into the peritoneal cavity through three perforations. 

With regard to the malignancy of the condition 
there is much doubt, there being a great difference 
between cases. Some cases are definitely malignant 
and in others there has been no recurrence of the 
disease during a period of more than seventeen years. 

I. W. Bacu, M.D. 


Hesse, E.: Subdiaphragmatic Suppurative Peri- 
tonitis Originating in the Bile Ducts (Zur Frage 
der Subdiaphragmalen von den Gallenwegen aus- 
gehenden eitrigen Peritonitis). Verhandl. d. Wiss. 
Ver. d. Zirzte d. St. Trinitatis-Krankenh., Petrograd, 
1920. 


The twenty-four-year-old patient was attacked 
suddenly, twenty-four hours previously, with severe 
pains in the chest and back and less severe pains in 
the right upper abdomen. No vomiting occurred. 
The right upper abdomen was somewhat tender. The 
chief point of pain was on the right side, posteriorly, 
in the eighth intercostal space. Diminished reso- 
nance was noted from the seventh intercostal space 
downward in the scapular line. Exploratory punc- 
ture in the eighth intercostal space on the right side 
between the scapular and axillary lines yielded a 
thin, odorless, green pus (streptococci). The tem- 
perature was 38.5 degrees C. There was no sign of 
perforation peritonitis. A diagnosis of subdiaphrag- 
matic abscess originating in the gall-bladder was 
made. 

Operation was begun under local anesthesia and 
completed under chloroform anesthesia. Following 
resection of the eighth rib the pleura was found to 
be free. The pleural cavity was closed off by sutur- 
ing the diaphragmatic pleura and the costal pleura. 
Incision of the diaphragm revealed below it a mod- 
erate amount of pus. On removal of the pus, the 
lower margin of the liver and the colon ascendens 
unexpectedly came into view (meteorism). The sub 
diaphragmatic space communicated with the free 
abdominal cavity. Kehr’s section was done. In 
the abdominal cavity a purulent exudate was found. 
The intestines were coated with fibrin. Perforating 
suppurative fibrous and calcareous cholecystitis was 
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found. Six gall-stones lay free in the abdominal cav- 
ity between the intestinal loops. A cholecystectomy 
was done and the abdominal cavity drained pos- 
teriorly through the diaphragm. The laparotomy 
wound was closed by partial suture. A tampon was 
applied to the stump of the gall-bladder. 

The postoperative course was complicated by pneu- 
monia (the patient was chilled in the operating room 
which, because of present conditions, was unheated). 
In the course of the operation the pus escaped almost 
exclusively in the posterior direction. The pleura 
remained free. Healing occurred in two and a half 
months. A year and a half later an operation was 
performed for ventral hernia. 

The author emphasizes the slightness of the abdo- 
minal symptoms caused by the perforation peritonitis 
and the localization of the pus in the subdiaphrag- 
matic space, which is unusual in free peritonitis. In 
such cases transpleural drainage of the subdia- 
phragmatic space in a posterior direction is an ex- 
cellent operative procedure. Attention has been 
called previously to this “drainage through the patient” 
by Riedel. HEssE (Z). 


GASTRO-INTESTINAL TRACT 


Goto, S.: The So-Called Digestive Ulcer of the 
Gastro-Intestinal Tract. Japan Med. World, 
1921, XXXi. 

This paper is based on experimental studies on 
animals with special reference to the etiology and 
pathology of ulcer in the various parts of the gastro- 
intestinal tract. 

On the basis of the first series of experiments in 
which gastro-enterostomy was performed and the 
duodenal juices were diverted into the stomach, the 
author concludes that the factor in the resultant 
ulcers at, or just below, the line of anastomosis were 
caused by trauma and interference with the blood 
and nerve supply rather than by the digestive action 
of the gastric juice. 

In the second series of experiments in which gastro- 
enterostomy was done and the duodenum left sus- 
pended in a loop or displaced, ulcer was found at the 
bottom of the loop or at the point of anastomosis. 

In a third series it was found that duodenal ulcers 
and mucous hemorrhages can be produced by section 
of the hepatoduodenal ligament and fixation of the 
duodenum following its posterior rotation. 

Gastric ulcers were produced in rabbits and guinea 
pigs by cutting the left gastric artery and the sym- 
pathetic nerve which runs along the artery. 

Vagus-nerve section just below the diaphragm 
favored the formation of ulcer when done alone, but 
when done in conjunction with section of the arterial 
and sympathetic nerve supply produced deep ulcera- 
tion and perforation. 

The author concludes from all these experiments 
that the important factors in the production of ulcer 
are disturbances of circulation and innervation which 
are frequently the result of inflammatory conditions 
in the abdomen. The inflammatory signs found 
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around an ulcer at operation may be the cause of 
the ulcer rather than the result of it. 
I. E. Bisoxow, M.D. 


Muller, G. P., and Ravdin, I. S.: Perforated Gas- 
tric and Duodenal Ulcer Without Previous 
Pain. Ann. Surg., 1921, lxxiv, 223. 


In four of fourteen cases of perforated gastric and 
duodenal ulcer the perforation was the first sign of 
abdominal pathology. 

The explanation of the presence or absence of pain 
in ulcer depends on a knowledge of the anatomico- 
physiological reflex of gastric and duodenal pain. 

A detailed description is given of the nerve supply 
of the stomach and intestine, and the work of various 
investigators is quoted to show that there are two 
systems of nerve supply to the stomach which are 
physiologically antagonistic. Further, that when 
any part of the alimentary tract is stimulated to con- 
tract, the part below relaxes. 

Various theories as to the production of pain in 
ulcer are considered and discarded. It is the belief 
of the authors that the cause of gastric pain is intra- 
gastric tension. Increased intragastric tension can 
exist only when there is food in the stomach and the 
peristaltic wave as it approaches the pyloric end 
meets contraction of the pylorus instead of relaxation 
due to the acid chyme which reaches the duodenum. 
With an increase in the intragastric pressure the peri- 
staltic waves increase, more acid chyme is sent into the 
duodenum, and the pyloric relaxation is inhibited for 
still longer periods. 

In explaining cases not associated with pain, it 
has been pointed out by investigators that there are 
cases without hyperacidity and therefore intragastric 
tension is not increased. 

The authors report four cases of perforated gastric 
ulcer in which recovery followed operation. 

I. E. Bispxow, M.D. 


Sencert and Allenbach: The Surgical Treatment 
of Perforations of the Stomach by Ulcer and 
the Functioning of Gastro-Enterostomy in 
Case of Permeability of the Pylorus (Sur le 
traitement chirurgical des perforations de _ |’es- 
tomac par ulcére et sur le fonctionnement de la 
gastro-entérostomie en cas de  perméabilité du 
pylore). Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 1055. 

In cases of gastric perforation due to ulcer it has 
been Sencert’s practice during the past two years to 
suture the perforation and perform an immediate 
posterior gastro-enterostomy. In eight such cases 
there were seven recoveries and one death, the 
latter due to bronchopneumonia. There is nothing 
new in the procedure or in the results, but the facts 
noted on repeated examination of these patients 
throw further light on the value of the method. 

These cases were operated upon from eight to 
twelve hours after the perforation. The time of 
operation generally did not exceed thirty to thirty- 
five minutes. The alleged disadvantages of per- 
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forming a gastro-enterostomy in addition to the 
suturing, i.e., prolongation of the time of operation, 
diffusion of peritoneal infection, and difficulty due 
to the septic condition of the area, were not observed 
in these cases. 

In five cases the ulcer was situated on the lesser 
curvature. The ulcer nearest the pylorus was at 
a distance of 3 cm. After suture, no particular 
stricture of the pyloric canal was noted. In the 
study of these five cases under the fluoroscopic 
screen during the two years since the operation it 
has been found that nearly all of the bismuth meal 
passes from the stomach through the gastro- 
enterostomy opening. This shows that, despite 
the absence of organic stricture, the gastro-enter- 
ostomy has functioned well. Sencert believes that 
the gastro-enterostomy serving alone for the evacua- 
tion of the stomach has favored cicatrization of the 
perforation by preventing all retention in the 
posterior part of the stomach. 

The opinion that a gastro-enterostomy fulfills its 
evacuating function only when the natural outlets, 
the pylorus and duodenum, are impermeable has 
been held by many surgeons and roentgenologists. 
To demonstrate that this theory is erroneous 
Sencert carried out a number of experiments on 
dogs. These showed that after resection of the 
lesser curvature a gastro-enterostomy assures com- 
plete evacuation of the stomach in spite of complete 
anatomical integrity of the pylorus and that while 
even a low gastro-enterostomy is not used for 
evacuation in a normal stomach it is used alone 
for the evacuation of a stomach without lesions 
but deprived of its motor innervation. A gastro- 
jejunal anastomosis made on a normal stomach 
does not function, the motor co-ordination con- 
tinuing to direct the gastric contents toward the 
pylorus. If this co-ordination is altered, however, 
the neostomy will be used. 

After a saddle resection of the stomach and suture 
and invagination of a perforation in clinical cases, 
evacuation by the perfectly intact pylorus is in- 
complete and slow, but if a gastro-enterostomy is 
added, the gastric evacuation will be effected by 
this means. This is due to the section, destruction, 
or alteration of the motor innervation of the stomach 
in the lesser curvature. W. A. BRENNAN. 


Basset, A., and Uhlrich, P.: Gastro-Enterostomy 
in the Urgent Treatment of Perforated Ulcer 
of the Stomach and Duodenum (De la gastro- 
entérostomie dans le traitement d’urgence de l’ulcére 
perforé de l’estomac et du duodénum). Arch. de 
mal. de l’appar. digest., 1921, xi, 225. 

Basset and Uhlrich believe that supplementary 
gastro-enterostomy has not been practiced sys- 
tematically in the urgent treatment of perforated 
ulcer of the stomach and duodenum and that the 
best course to follow in the great majority of cases 
is suture of the perforation with or without thermo- 
cauterization and as complete invagination as 
possible. In order to prevent stricture in cases of 
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pyloro-duodenal perforations the suturing should be 
perpendicular to the axis of the stomach. 

Following the operation the patient should be 
kept under close supervision for several months and 
during this time should be subjected to frequent 
clinical and X-ray examinations. In case of reten- 
tion, difficulty of gastric evacuation, secondary 
stenosis, recurrence or persistence of the ulcer, a 
secondary operation, either a gastro-enterostomy 
with or without pyloric exclusion or a resection is 
indicated. These secondary interventions should be 
performed under non-febrile conditions except when 
immediate operation is indicated by the patient’s 
general condition or functional disturbances and 
the patient has recovered from the acute effects of 
the perforation. 

The only indication for an immediate supple- 
mentary gastro-enterostomy is a very manifest 
stricture of the pyloro-duodenal segment and in such 
cases it should be performed only if the patient’s 
general condition permits and there is no risk of 
diffusing the infection throughout the abdominal 
cavity. In the authors’ opinion uniparietal opera- 
tive stricture of the duodenum after the suturing 
of a perforation does not necessitate an immediate 
supplementary gastro-enterostomy and this opera- 
tion is never indicated after the suture of a perfora- 
tion of the stomach distant from the pylorus. Their 
opinion is based on a study of recent literature and 
their own clinical experience. W. A. BRENNAN. 


Zoepfiel, H.: Operative Methods for Gastric and 
Duodenal Ulcers As Regards Acidity (Opera- 
tionsmethoden bei dem Magen- und Zwoelffinger- 
darmgeschwuer unter dem Gesichtspunkt der 
Salzsaeureverhaeltnisse). Deutsche Ztschr. f. Chir., 
1921, clxiv, 342. 

In determining whether preference should be given 
to gastrectomy or gastro-enterostomy in the treat- 
ment of gastric and duodenal ulcers, it is of importance 
to consider by which means the formation of peptic 
ulcers can be prevented. It is generally believed that 
ulcers develop under the digestive action of the gastric 
juice and especially under the influence of the gastric 
acid. The object of operation must then be to de- 
crease the amount of hydrochloric acid in the gastric 
juice, to produce an artificial achylia. 

Stierlin, Kelling, and also von Haberer have pro- 
ceeded with this end in view. That resection of the 
pylorus, the method proposed and first performed by 
von Haberer, brings about an artificial achylia was 
demonstrated by the author in twenty-eight cases. 
The achylia is apparently not incompatible with the 
functions of the digestive tract which soon becomes 
adapted to the new conditions. While the author 
does not recommend resection as the method of 
choice in every case, he considers resection of the 
primary ulcer according to the Billroth II method 
(as modified by Kroenlein and von Mikulicz), with 
occasionally removal of the pylorus, as the method 
which has given the best guarantee of permanent 
recovery. HEINEMANN-GRUEDER (Z). 
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Gross, H.: Operation for Gastric Ulcer: A Report 
of 199 Cases (Die Operation des Magenkoerperulcus: 
Ein Bericht ueber 199 Faelle). Zéschr. f. Chir., 
1921, clxiii, 289. 

In addition to the relief of the local suffering the 
surgical treatment of gastric ulcer must effect such a 
transformation that the cause of the ulcer formation 
is removed as much as possible. The author seeks to 
accomplish this by mobilizing the immovable, stiff, 
and firmly fixed gastric route by means of prepyloric 
section. Gastro-enterostomy creates a new gastric 
route to a certain extent but not in the longitudinal 
fold along the lesser curvature. This requirement, 
Gross states, is best met by his more extensive ex- 
cision operation. He believes that resection in con- 
tinuity is not the best method for ulcer of the body of 
the stomach for the following reasons: 

1. The high mortality. Of eight patients subjected 
to this operation, three died, one from acute pan- 
creatitis and the two others from foetid bronchitis 
with pneumonic foci and lung gangrene. These lung 
complications were caused by impairment of gastric 
function due to the operation and the displacement 
of infective material. 

2. The fact that in the five cases ending in recovery 
it was possible to unite the two stomach ends in only 
two. In the three others it was necessary to perform 
a Billroth II operation and therefore a considerable 
portion of the stomach remained deep down in the 
abdomen and thus of no use to the body metabolism. 

Excision of the ulcer is often criticized unfavorably 
because the usual site of the ulcer is on the lesser 
curvature, near the posterior wall. The loss of sub- 
stance caused by the excision and by the closure 
of the defect leads to decided changes in the form of 
the organ. The avoidance of these results is accom- 
plished by: (1) gastro-enterostomy; (2) section of the 
distal end of the stomach just proximal to the pylorus; 
(3) a longitudinal incision along the lesser curvature 
as far as the ulcer. 

In cases of small and medium sized ulcers of the 
lesser curvature, in which the general size and shape 
of the stomach are not altered, good results are prac- 
tically always obtained by simple excision in con- 
junction with gastro-enterostomy. When there is 
considerable shrinkage of the stomach and shortening 
of its lesser curvature, when excision of the ulcer 
would be particularly difficult, or when the ulcer 
penetrates into the pancreas or liver, it is advisable to 
divide the pylorus before doing the excision. This 
separation relieves the lesser curvature; its surface, 
which has been irritated, contracted, and adherent to 
surrounding structures, is freed. The greater the de- 
crease in length of the mobilized stomach, the greater 
the increase in its transverse diameter. By prelim- 
inary separation of the pylorus, the excision of the 
ulcer and the suturing of the resulting defect are 
greatly simplified. 

As the pyloric end of the stomach is clamped off 
and drawn forward and toward the left side, an ex- 
cellent opportunity is afforded to inspect the posterior 
wall of the stomach; an ulcer that may be found in this 


location can be removed by an oval excision. In 
order to obtain a better view of the interior of the 
stomach and also a better means of covering large 
defects of the posterior wall of the lesser curvature, an 
incision is made from the pyloric opening along the 
lesser curvature as far as the ulcer. Following de- 
struction of a large portion or the greater part of the 
posterior wall of the stomach, the anterior wall is 
made to serve as a substitute, being drawn posteriorly. 
The complete interruption of the blood supply on the 
side of the lesser curvature does not cause any marked 
disturbance. Cottey (Z). 


De Martel, T.: Gastrectomy: A New Operative 
Technique. Am. J. Surg., 1921, XXxv, 227. 

Gastrectomy is the only treatment which can be 
used in carcinoma of the stomach, and in many 
cases is the best treatment for ulcer of the stomach. 

Before operation the patient’s mouth and teeth 
are cared for and daily gastric lavage is given except 
in cases of gastric hemorrhage. 

Either local or general anesthesia may be employed. 
The author prefers a gas anesthetic after a dose of 
scopolamine and morphine. The patient is placed 
with his head and the upper part of his body hori- 
zontal and the rest of his body inclined downward. 
A medium incision from the xiphoid cartilage to the 
umbilicus is made, a right-angle extension of the 
incision from the umbilicus to the external border of 
the right rectus being added if necessary. 

The transverse colon and omentum are raised and 
the omentum is separated from the colon. This 
brings into view the second portion of the duodenum, 
the head of the pancreas, the pylorus, and the 
posterior surface of the stomach. The blood vessels of 
the greater and lesser curvatures are tied with linen 
and divided. De Martel then uses a crushing in- 
strument which consists of three sets of blades. 
After this is applied to the stomach, the central 
portion is removed and the crushed tissue is cut 
across. An over-and-over suture is used on the ridge 
of crushed tissue, and after removal of the proximal 
crusher an invaginating suture beginning at the 
center and working out to the ends is inserted. The 
distal portion of the stomach is raised with one sec- 
tion of crusher on the ¢ut end and after ligation of the 
vessels about the duodenum. The duodenum is 
sectioned in one of several ways. By one method it 








Fig. 1. The crusher demounted. The lower jaw formed 
by the juxtaposition of the three lower segments is held 
together by a shoe. The upper jaw also consists of three 
segments. 
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Fig. 2. Beyond the proximal segment of the crusher 
projects a flap of crushed stomach through which is passed 
an overcasting stitch on the free surface of the clamp. 


is cut after the application of a Mayo crusher. The 
crushed margin is then sewed with an overcasting 
suture and on removal of the crusher the margins are 
invaginated by traction on both ends of the suture. 
Another method consists in tying a horsehair suture 
in a groove and invaginating with a pursestring 
suture. A third method is the same as the second 
except that no crushing instrument is used. A 
gastro-enterostomy is then done in the usual manner. 
I. E. Bisoxow, M.D. 


Carlucci, G. A.: Polypoid Lipoma of the Intestinal 
Tract. Ann. Surg., 1921, lxxiv, 230. 

The salient points in the report of this case were as 
follows: 

For a month prior to his admission to the hospital 
the patient complained of pain in the region of the 
umbilicus, the attacks coming on several times a day 
and persisting for four or five seconds. There was 
no blood in the stool, no belching, and no loss of 
weight. 

At examination an oblong mass was felt on the left 
side of the abdomen. Apparently it involved the 
sigmoid, the splenic flexure, and the descending 
colon. ‘The abdomen was distended. The X-ray 
examination was negative. 


Fig. 3. Invagination of the crushed and sutured margin. 
The invaginating suture is begun at the center to facilitate 
the infolding of the angles. (De Martel.) 


At operation it was found that the tumor mass was 
within the bowel, was attached by a pedicle to all 
the layers of the ileum, and lay in the cecum. A 
resection of the terminal portion of the ileum and 
cecum was done and followed by an end-to-side 
anastomosis. 

The pathological report on the tumor was lipoma. 

One other similar case is reviewed. 

I. E. Bisoxow, M.D. 


Volihardt, W.: The Treatment of Postoperative 
Ileus by Enterostomy (Beitrag zur Behandlung 
des postoperativen Ileus mit Enterostomie). 
Deutsche Ztschr. f. Chir., 1921, clxiv, 352. 

The author discusses the pathology and etiology of 
ileus somewhat in detail. Its most common cause is 
peritonitis. It is favored by fresh adhesions and 
hastened by the intoxication caused by the stagnated 
contents of the paralyzed intestines. The chief cause 
of the ileus which follows aseptic operations is intes- 
tinal paralysis. In addition, mechanical and chemical 
injury to the abdominal serosa may be responsible fac- 
tors. Ileus may be purely dynamic or associated with 
an adhesion ileus. At first, only that portion of the 
intestine is paralyzed which lies closest to the affected 
peritoneal region. In contrast to the rapidly devel- 
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oping adhesion-ileus or volvulus, postoperative ileus 
is slow and gradual. 

Gastric lavage gives temporary benefit. Hot air, 
peristaltin, pituglandol, subcutaneous salt solution, 
and heart stimulants are used. If rapid improvement 
does not follow their administration the author ad- 
vises an immediate enterostomy. Under local an- 
zsthesia he makes the incision over the area of great- 
est intestinal inflation, draws up and sews the dis- 
tended loop of intestine to the skin, and inserts a 
drain through an opening in the loop. A quantity 
of gas and fluid is evacuated. After two to three 
days the tube is clamped off and later is removed. 
The fistula usually closes rapidly. Only rarely is it 
necessary to close it with lead plate sutures. 

Fifteen cases are reported. Recovery resulted in 
nine and death in six. The author is of the opinion 
that even in the fatal cases the enterostomy gave 
relief. May (Z). 


Rénon, L., and Blamoutier, P.: Ulcerations and 
Perforations of the Small Intestine in the 
Course of Rectal Cancer (Les ulcerations et les 
perforations de Vintestin gréle au cours du 
cancer du rectum). Bull. Acad. de méd., Par., 1921, 
Ixxxv, 715. 

Ulcerations and perforations of the large intestine 
in the course of rectal cancer are well known, but the 
authors have been able to find only two cases in the 
literature. 

In this article the case is reported of a man 4o 
years of age who entered the hospital with the symp- 
toms of advanced intestinal occlusion and died shortly 
after operation. At autopsy a perforation the size 
of a fifty-cent piece was found in one of the loops of 
the small intestine and there were other spots in which 
perforation appeared imminent. The small intestine 
beyond the ileocecal valve showed many ulcerations. 
It was in one of these that the perforation had 
occurred. The recto-sigmoida] region was occupied 
by a hard tumor the size of an egg shown by histologic 
examination to be a cylindrical-celled cancer which 
had caused linitis plastica. 

In the author’s opinion the cause of the ulcerations 
which preceded the intestinal perforation in this 
case was very prolonged stagnation of the intestinal 
chyme and marked pathogenic action of the bacterial 
flora of the intestine. Necrosis of the intestinal 
wall was probably preceded by venous stasis and 
sloughing of the poorly nourished endothelium. The 
intestinal distension and the stagnation of faces in- 
creased the virulence of the intestinal bacteria and 
disturbed the nutrition of the intestinal tunics, caus- 
ing venous stasis and obstruction of the finer vascular 
ramifications by bacterial emboli. W. A. BRENNAN. 


Ssokoloff, S. E.: Enteroptosis and Arteriomesen- 
teric Duodenal Occlusion (Duenndarmptose und 
arteriomesenterialer Duodenalverschluss).  Ver- 
handl. d.6 Konferenz d. Wiss. Med. Ges., Petrograd, 
1921, -V, 31. 


As was shown by the reports of the congress on 
splanchnoptosis held in Petrograd, enteroptosis is 
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becoming more common in Russia because of the poor 
nutrition of the people. Even the small bowel has 
not remained free from this affection and as a con- 
sequence the number of cases of arteriomesenteric 
occlusion of the duodenum, a condition hardly known 
in Russia formerly, has also increased. The condition 
occurs particularly in extremely emaciated persons. 
The general disappearance of fat involves also the 
retroperitoneal fat lying between the aorta and the 
superior mesenteric artery. The angle between the 
two vessels becomes more acute and the development 
of arteriomesenteric occlusion of the duodenum is 
thereby favored. Gastric motility must also be taken 
into. consideration. Only when the latter is reduced 
does arteriomesenteric occlusion become possible. If 
the stomach is involved in the general visceroptosis 
the conditions are particularly favorable for occlusion. 
Arteriomesenteric occlusion of the duodenum, if left 
alone, always leads to death because of the resulting 
absolute hunger and the shock and lowering of heart 
function produced by the pull on the mesentery. 

The author recommends the Schnitzler position in 
the treatment of the condition. If this does not lead 
to improvement in acute cases, the small bowel is 
probably held in the true pelvis by adhesions. If in 
cases of high ileus the abdominal position does not 
lead to improvement of the symptoms one must 
also think of the possibility of an organic ileus (in- 
carcerated duodenojejunal Treitz hernia). In such 
cases operation is, of course, indicated. In the pure 
cases of acute arteriomesenteric occlusion of the 
duodenum operation is not indicated. In chronic 
cases duodenojejunostomy has been recommended by 
American authors. 

The author briefly reports a case observed in the 
St. Trinitatis Hospital in Petrograd. The patient was 
a woman 45 years old. The clinical diagnosis was 
ileus ventriculi, inanitio. A few days before the 
operation the patient collapsed, vomited enormous 
masses of biliary vomitus, and became almost pulse- 
less. The abdomen was greatly distended. Occlusion 
of the duodenum below the ampulla of Vater was sus- 
pected. Operation was performed under local 
anesthesia. The entire jejunum, completely col- 
lapsed and the size of a child’s duodenum, lay in the 
true pelvis. The stomach and duodenum were 
enormously distended. ‘This distention ceased at 
the juncture of the duodenum and jejunum. Here 
the duodenum was kinked by the tense mesentery. 
The mesentery showed distended veins. On _ the 
posterior wall of the stomach was an old callous 
ulcer. A posterior gastro-enterostomy was done. 
At first there was slight improvement. On the third 
day after the operation death followed marked inani- 
tion symptoms. 

At autopsy the small bowel was found in the true 
pelvis. The mesentery was extremely tense. Near 
the site of the anastomosis the jejunum was filled 
with fluid. The stomach and duodenum were dis- 
tended. The ulcer on the posterior wall of the stom- 
ach extended to the lower horizontal part of the 
duodenum and was adherent to it. After suspension 
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of the jejunum the duodenal lumen permitted the 
introduction of two fingers. By the fixation of the 
lower portion of the duodenum the effect of the 
arteriomesenteric occlusion had been aggravated. 

In the discussion of this paper Grekoff denied the 
possibility of an arteriomesenteric occlusion of the 
duodenum in general and in the case reported in 
particular. In his opinion, all such cases belong to 
the group of acute dilatation of the stomach. Posi- 
tive anatomical proof of mechanical closure of the 
duodenum is not at hand. 

Fedoroff stated that he regards arteriomesenteric 
occlusion as a clinical entity but that this type of 
ileus occurs in greatly emaciated persons. 

Hesse attributed the increase in arteriomesenteric 
occlusion of the duodenum to the present emaciation 
of the Russian people. Acute gastric dilatation was 
observed previously and can be differentiated fairly 
well from arteriomesenteric occlusion of the duode- 
num. Hesse mentioned a series of cases observed in 
Petrograd hospitals. In one case of chronic duodenal 
closure in which the diagnosis was proved by opera- 
tion and autopsy the patient was unable to obtain 
relief during the attacks of pain except in an elevated 
pelvis position and he assumed this position on his 
own initiative, raising his limbs high up against the 
wall and supporting his head and body by pillows. 
Hesse stated that on the basis of his own experience 
he did not agree with Grekoff regarding the differen- 
tial diagnosis of acute dilatation of the stomach and 
arteriomesenteric occlusion of the duodenum but 
accepts the views of von Haberer. In cases of acute 
duodenal closure operation is not indicated. In 
chronic cases nothing else avails, but a simple gastro- 
enterostomy or a duodenojejunostomy as recom- 
mended by American surgeons is not sufficient. 
Restoration of the bowel is of secondary importance 
to the relief of the shock due to the traction on the 
mesentery. Therefore the jejunum must be raised 
from the true pelvis and its subsequent descent must 
be prevented. Worthy of trial would be a gastro- 
enterostomy combined with fixation of the first por- 
tion of the jejunum to the greater curvature of the 
stomach. 

Oppel’s suggestion to divide the mesenteric artery 
and re-implant it into the aorta lower down is not to 
be recommended as possible thrombosis at the site 
of suture would lead to gangrene of the entire small 
intestine. HEssE (Z). 


Judd, E. S.: Jejunal Ulcer. 


1921, Xxxiii, 120. 


Surg., Gynec. & Obst., 


Gastrojejunostomy for gastric or duodenal ulcer 
gives a good prospect of complete and permanent 
relief of symptoms. Jejunal ulcer is one of the most 
serious and most common complications of gastro- 
jejunostomy. It may occur in the line of anastomosis 
or below it. As a rule, jejunal ulcer is a single lesion, 
but if it develops at the line of anastomosis it is 
apt to be multiple. C&dema and adhesions of the 
surrounding tissue suggest slow leakage from a small 
perforation. 
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In 4,324 gastro-enterostomies done at the Mayo 
Clinic 55 definite secondary ulcers were found on 
the jejunal side of the efferent loop. The lesion was 
found in 46 patients who had had gastro-enteros- 
tomies before entering the Clinic. 

High acidity plays an important réle in the etiology 
of this condition, as it does in primary ulcers. In not 
a single case in the author’s experience did a jejunal 
ulcer develop unless there had been an ulcer as the 
indication for gastro-enterostomy. Any disturbance 
which permits unneutralized acid chyme to reach 
the jejunum offers an opportunity for the development 
of a jejunal ulcer. Permanent suture material is an- 
other factor in the production of many ulcers. This 
was found in g of the 55 patients who had had gastro- 
enterostomies done at the Mayo Clinic, and in 17 of 
46 patients who had had gastro-enterostomies else- 
where. Trauma of the tissues at operation and in- 
fection are factors of indefinite importance. 

The time of the onset of symptoms after gastro- 
enterostomy varies from almost immediately to ten 
years. The average is from six months to one year. 
The pain is usually not so severe as that caused by 
the primary operation and occurs more to the left. 
Relief following the ingestion of food and soda is not 
so complete. Hemorrhage into the stomach or bowel 
is not common in case of secondary ulcer, but when it 
occurs is very suggestive of ulcer. 

Judd knows of only one case in which perforation 
occurred into the peritoneal cavity. In six cases in 
the series of 101 there was perforation into the colon 
with the formation of a colonic fistula. Persistent 
diarrhoea, stercoraceous vomiting, and belching of 
foul-smelling gas are the first symptoms to attract 
attention to the condition. If the fistula is small, 
these symptoms may be periodical. Emaciation 
may become marked. X-ray examination will dem- 
onstrate the lesion. 

Jejunal ulcer is always to be suspected when a re- 
currence of symptoms follows an interval of relief 
after gastro-enterostomy for ulcer. Malignancy and 
inflammation of the gall-bladder and appendix must 
be considered and ruled out. X-ray examination 
is the best aid in the differential diagnosis. 

Prophylactic removal of foci of infection is impor- 
tant in the treatment of this condition. Reduction of 
operative trauma and the avoidance of non-absorb- 
able suture material will decrease its frequency. If 
medical treatment for a reasonable time fails, surgical 
treatment is indicated. 

The best method of operation consists in undoing 
the gastro-enterostomy, excising the jejunal ulcer, 
closing the openings into the stomach and duodenum, 
and excising the original ulcer. A plastic operation 
may be done on the pylorus, if indicated. If a gastro- 
colic fistula is present, the tissues should be carefully 
dissected free and the openings in both viscera closed. 

The results of operation in the cases reviewed have 
been reasonably satisfactory. Proper dietetic and 
medical management following operation are of great 
importance in preventing the formation of new ulcers. 

MERLE R. Hoon, M.D. 
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Ssoson-Jaroschewitsch, A. J.: The Variations in 
Form and Position of the Sigmoid Flexure (Form 
und Lagevarianten der Flexura_ sigmoidea). 
Verhandl. d. 6 Konferenz der Wiss. Med. Ges., 
Petrograd, 1921, v, 31. 


The ingenious research of Schewkunenko, who 
studied the variations in form and position of the 
organs of human and animal bodies in a large num- 
ber of investigations and in an original manner, 
cleared up convincingly the question of topographical 
variations. The work of the Schewkunenko school 
is of great value to the surgeon. An understanding of 
variation forces us to relinquish a division into nor- 
mal and abnormal as there are types of body struc- 
ture which closely approach the physiological de- 
mands of nature (perfect types), and others, belong- 
ing to the lower animals, which are less perfect. Each 
of these types is distinct and may be differentiated 
from the other on the basis of certain exterior signs. 
The variation in form and position take place in ac- 
cordance with topographical laws. These laws, 
laid down by the Schewkunenko school, make pos- 
sible a topographical classification during life on which 
the choice of operation may be based. 

The author’s anatomical research concerning the 
variations in form and position of the sigmoid flexure 
were carried out on 1o1 cadavers which ranged in age 
from 70 years to the sixth embryonic month. The 
following four types of variation of position were 
established: 

1. A flexure in the form of a short and slightly bent 
tube with a short mesentery. The tube runs with 
scarcely any bend from the left iliac region to the 
left sacro-iliac synchondrosis. This variety is rare. 
It was observed in 8 per cent of the cases. It cor- 
responds to the condition of the intestine in the third 
and fourth embryonic months and is to be regarded as 
indicating an arrest of growth. This is an imperfect 
type not suited to the physiological destiny of the 
flexure. 

2. A relatively long flexure which, with its bends, 
lies above the pelvic inlet and to the left of the spinal 
column. The pole of the upper bend of the flexure lies 
not infrequently at the level of the lower pole of the 
spleen. The mesentery is longer than that in Type r. 
Even in foetal life Type 2 is regarded as a separate 
type. It was noted in 27 per cent of the cases. 

3. A flexure situated in the right half of the ab- 
dominal cavity. The mesentery in these cases is long. 
This type was noted in 11.6 per cent of the cases. 

4. A flexure the loops of which do not leave the 
true pelvis. This flexure is of considerable length and 
forms a series of bends. The loops may be arranged 
either horizontally or vertically in the true pelvis. 
This type was noted in 53.4 per cent of the bodies. 

The four types described appear in the human 
flexure, but are subject to various deviations which 
may be related to physiological and pathological 
changes in the organism. Clinical, and especially 
animal, experiments prove that the position and form 
of the flexure depends on its degree of fullness and the 
character of its contents. Through these influences 


the different types may approximate one another, as 
for example is the case in the third and fourth types 
which have as characteristics in common a consider- 
able length of intestinal tube and of mesentery. . Types 
3 and 4 come nearest to satisfying the physiological 
requirements and therefore are the most perfect. 

From further anatomical research the author draws 
the following conclusions: 

1. All variations in position and form have their 
anlage in the earliest stages of foetal life. Type 1 is 
due to arrest in embryonic growth. Type 1 may be- 
come Type 4. 

2. The configuration of the pelvis has a distinct 
influence on the structure of the radix mesenterii. 
In the narrow (male) pelvis the insertion of the root 
of the mesentery is situated more vertically and the 
horizontal angle of inclination averages 52 degrees. 
Most of the intestinal loops lie vertically and the 
flexure tends to the vertical position. In the broad 
(female) pelvis the mesenteric root-insertion lies 
more horizontally and the horizontal angle of in- 
clination is on the average an angle of 29 degrees. 
The intestinal loops lie horizontally and the flexure 
lies more horizontally than in persons with narrow 
pelves. 

3. The influence of age is seen most plainly in the 
mesenteric root. The mesenteric root was found to 
have its process at the level of the third lumbar 
vertebra in embryos; at the level of the fourth lumbar 
vertebra from the first to the tenth year; at the level 
of the fifth lumbar vertebra from the tenth to the 
twenty-fifth year; at the promontorium from the 
twenty-fifth to the fiftieth year; and at the sacrum 
in old age. With increasing age there is thus a sinking 
of the radix mesenterii from the third to the fourth 
vertebra. This occurrence is explained by the pro- 
gressive loss of elasticity of the suspending ligaments. 
There may be also a premature sinking of the inser- 
tion of the mesenteric root. 

A variety of pathological alterations are met with 
clinically that may complicate the pathology of the 
flexure. In the pathology of enteroptosis the flexure 
of Type 4 plays the greatest part. In such cases we 
have the most favorable preliminary conditions for 
ptosis. The flexure and the mesenterium are long and 
lie in the true pelvis. When the pelvis is wide and 
the thoracic aperture is relatively narrow the mesen- 
tery root lies more horizontally. When there is 
premature appearance of age evidenced by the too- 
early wearing out of the ligaments the mesentery 
increases in length, the root sinks, and a ptosis of 
the flexure is produced which may lead to a series of 
pathological phenomena (atony of the intestine, con- 
stipation, prolapse of the rectum, volvulus, etc.). 

SCHAACK (Z). 


Jean, G.: Recto-Colic Ruptures Due to Com- 

pressed Air (Ruptures recto-coliques produites 

par l’air comprimé). Presse méd., Par., 1921, xxix, 
675. 

The literature on injuries due to the use of com- 

pressed air in industry is rather scant. The American 
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literature from 1911 to 1914 contains a few reports 
on the subject but altogether the author has been able 
to find the records of only twenty-three cases. To 
these he adds two of his own. In the latter the com- 
pressed air was injected into the anus, in one case 
accidentally, in the other designedly. 

It has been found experimentally that human and 
animal detached intestines rupture when air is in- 
jected into them under a pressure between 2 and 5 
atmospheres. The suddenness of its introduction, 
however, is also a very important factor. The recto- 
coiic juncture usually bears the brunt of the injury. 
The sigmoid is the first to rupture, but there may be 
multiple ruptures involving the entire colon. There 
is a very great difference between the lesions of the 
external intestinal tunic and those of the mucosal 
tunic. While the external coat is much torn, the 
mucosal coat resists for a longer time. In the author’s 
two cases the wall of the sigmoid was composed of the 
mucous layer only which herniated through the rup- 
tured external layers. In the external coats a longi- 
tudinal and a transverse rupture were found. 

The symptoms are those due to intestinal rupture 
and shock. The diagnosis is simple. The prognosis 
is grave. Of the twenty-five collected cases, nine 
not operated upon were fatal. Of the sixteen others 
operation saved life in seven, including the author’s 
two cases. The operative mortality is therefore 57 
per cent. 

When the intestinal perforations are multiple, 
which is usually the case, and when the intestine is 
reduced to its mucosal coat alone, suture is useless. 
If the patient’s condition is poor following such in- 
juries the intestine should be brought to the surface 
and fixed to the abdominal wall to form an artificial 
anus. If this method, which is only an expedient in 
lieu of something better, is not possible, an enterec- 
tomy with a colo-colic or colo-rectal anastomosis 
is indicated. In Jean’s cases a colo-rectal anastomosis 
was impossible because of the condition of the rectum. 
The upper stump of the colon was therefore fixed to 
the abdominal wall as a permanent artificial anus. 
Both of the patients made excellent recoveries. 

W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Mastrosimone, F.: Cholecysto-Gastrostomy; Four 
Operations for Permanent Obstruction of the 
Common Duct with Recovery (La cfsticogastros- 
tomfa. Quatro operaciones de _ cfsticogastros- 
tomfa por obstructién permanento del coledoco, con 
curaciOn). Semana méd., 1921, xxviii, 193. 

The creation of an artificial outlet between the 
bile ducts and the gastro-intestinal tract is indicated 
whenever the normal evacuation of bile into the 
duodenum by the common duct is prevented by 
an irremediable cause or technical operative dif- 
ficulties. 

Mastrosimone reviews the various operations 
which have been devised for this purpose. Of 
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these he prefers cholecysto-gastrostomy. It has 
been proved both experimentally and clinically that 
bile introduced directly into the stomach does not 
disturb gastric digestion. The coagulation of 
albumin in the stomach by the action of bile and 
the consequent precipitation of pepsin is remedied 
later by the continued secretion of gastric juice 
which redissolves the albuminoids, liberates the 
pepsin, and increases the alkalinity of the bile. 
Another reason why it is better to anastomose the 
bile ducts to the stomach instead of to the intestines 
is that the stomach has fewer bacteria and therefore 
is less apt to be the source of an ascending infection 
of the biliary system. 

The cystic duct has been anastomosed to the 
duodenum, jejunum, or transverse colon by other 
surgeons but its direct union with the stomach was 
effected for the first time by Mastrosimone in 1917. 
Since then he has performed this operation in three 
other cases. He believes it is better to join the 
cystic duct instead of the common duct to the sto- 
mach as this procedure is less dangerous and more 
rapidly executed, and gives better end-results. 
The conditions essential for the operation are 
complete permeability of the duct to be anastomosed 
and the absence of any infection. If infection is 
manifest or suspected the biliary tract must be 
drained for twenty to twenty-five days before the 
anastomosis is attempted. 

The anastomosis should be effected end-to-side 
by invaginating the free extremity of the cystic 
duct into a small buttonhole opening in the prepy- 
loric portion of the posterior surface of the stomach, 
an area in which the vascularization is slight. The 
duct should penetrate for about 1 cm., and should 
be held in place by fixation sutures and two rows of 
circular seromuscular sutures, the interior row of 
catgut and the exterior row of fine silk. A small 
gauze drain should be left in the wound for six or 
eight days. 

Between 1901 and 1921 Mastrosimone has per- 
formed three cholecysto-duodenostomies, two cho- 
ledocho-duodenostomies, 1 transmesocolic chole- 
cysto-jejunostomy, 1 cystico-colostomy, and 4 
cystico-gastrostomies. 

Of the four patients subjected to a cholecysto- 
gastrostomy three were men and one was a woman. 
In the male patients pre-operative biliary drainage 
was not necessary but in the woman both pre- 
operative biliary and gastric drainage were indicated. 
The end-results in the four cases were most satis- 
factory. No digestive or biliary disturbance has 
been noted; the general condition has been excellent 
since the operation, three months, two, three, and 
four years respectively in the four cases. The ages 
of these patients ranged from 30 to 53 years. 

W. A. BRENNAN. 


Sistrunk, W. E.: 
creatic Stones. 


The Surgical Removal of Pan- 
Ann. Surg., 1921, Ixxiv, 380. 


Although pancreatic stones have been found 
occasionally at autopsy, a review of the literature 
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reveals very few reports of their surgical removal. 
The records of the Mayo Clinic show only four 
such cases during eleven years. In one of these 
patients the stones were removed through an inci- 
sion in the anterior wall of the duodenum; the 
ampulla of Vater was opened and several stones 
were removed from a diverticulum in the head of 
the pancreas situated very near the common duct. 
In another patient, who had diabetes and stones in 
the common duct, the pancreas was exposed through 
an incision in the gastrocolic omentum. Both of the 
pancreatic ducts were filled throughout with stones. 
Four incisions were made along the duct of Wirsung 
and the stones were removed with a scoop. Several 
stones which were impacted in the duct near the 
ampulla were removed through an incision in the 
mesentery of the duodenum. In the cases of the 
other two patients the stones, which were impacted 
in the duct near the ampulla, were removed through 
openings made through the mesentery of the 
duodenum. 

The presence of stones in the pancreas was first 
reported by Graaf in 1667, and the first record of the 
surgical removal of pancreatic stones was that of 
Gould in 1896. 

Stones associated with diabetes have often been 
reported. It is difficult to say just what relation 
they have borne to the diabetes, but it is probable 
that both the diabetes and the stones resulted from 
inflammatory changes in the pancreas. 

Up to the present time very little surgery has been 
done on the pancreas proper. Nearly all operations 
which have been done for pancreatitis have con- 
sisted of drainage of the gall-bladder or common 
duct. Experimental work by Opie, Coffey, Sweet, 
and others has tended to prove that surgery of the 
pancreas is not necessarily attended with the great 
risk which it was formerly supposed to carry. The 
surgical removal of pancreatic stones is not difficult 
except in cases in which the stones are impacted 
close to the ampulla. 

Operations in which tumors have been removed 
from the pancreas have been successful; even seg- 
ments have been removed and the two ends of the 
pancreas united. The ducts of the pancreas con- 
tain no valves and in cases of obstruction in the 
head of the pancreas it is possible to drain the 
pancreas by some modification of the operation 
described by Coffey or by Link. 

Coffey experimentally ligated the duct near the 
ampulla and, after cutting off the end of the pan- 
creas near the tail, transplanted the tail into the 
jejunum. Following this procedure he found that 
the pancreas emptied itself satisfactorily. Link 
operated for pancreatic stones by exposing the 
pancreas through an opening in the transverse 
mesocolon. The blood supply from the splenic 
vessels along the upper border of the tail of the 
pancreas was cut. The tail was lifted from its bed 
as far toward the right as the superior mesenteric 
artery, then drawn out through the opening in the 
transverse mesocolon, and brought up to the skin. 
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The duct of Wirsung was opened for a distance of 
2 or 3 in. and the stones removed. A catheter was 
then placed in the duct and the tail of the pancreas 
sutured to the skin. Experimentally, fat necrosis 
occurs only when pancreatic juice is allowed to 
remain in contact with retroperitoneal fat. Pan- 
creatic fluid causes no harm to the peritoneum if 
sufficient drainage is placed to conduct the secre- 
tions to the surface. 


MISCELLANEOUS 


Babcock, W. W.: Morbidity After Operative Treat- 
ment in Abdominal Surgery. Med. Rec., 1921, 
Cc, 319. 

In a large number of cases there is no relief of 
symptoms after operation. For this there are three 
chief explanations: 

1. The cause of the original symptoms was extra- 
abdominal and operative treatment was a therapeutic 
mistake. 

2. An intra-abdominal lesion giving symptoms was 
present, but was not recognized by the operator and 
the wrong operation was done. 

3. The operation was a technical failure because it 
either failed to do what was intended, added new 
pathologic conditions which caused a continuation 
of the old symptoms, or created new symptoms. 

In cases of the first group frequent causes of error 
are pneumonia on the right side associated with 
pleurisy which, because of referred pain in the ab- 
domen, is diagnosed as appendicitis, and pulmon- 
ary tuberculosis with gastric symptoms simulating 
those of gastric ulcer. In this condition a careful 
X-ray examination of the chest is less apt to be 
wrongly interpreted than an X-ray examination of 
the stomach. In other cases cardiovascular diseases 
may simulate gall-bladder disease. Gastric attacks 
due to metabolic disturbances, backaches due to 
toxemia, faulty static conditions, spinal disease, and 
sacro-iliac relaxation are frequently attributed to 
a retroverted uterus or a ptosed kidney. Occasionally 
operations on the stomach are performed on patients 
suffering from lead colic, Pott’s disease, or tabes. 

In cases of the second group careful exploration of 
the abdomen may show that gastric symptoms were 
due to an encapsulated pelvic abscess or an old 
ectopic pregnancy, that ureteral colic was the cause of 
appendiceal symptoms, and that a case thought to be 
a fibroid uterus was not helped by the removal of 
small fibroids because the real trouble was a carci- 
noma of the splenic flexure. An appendix may be 
removed when gall-stones or ulcer is the cause of the 
condition. Hypernephroma and mobile cecum should 
also be borne in mind. 

In cases of the third group may be mentioned re- 
moval of epiploic appendices for the vermiform 
appendix, partial removal of the appendix leaving an 
infected stump, gall-bladder surgery in which a stone 
low in the common duct is overlooked, and operations 
for visceroptosis which fail to accomplish the desired 
result. I. E. Bisuxow, M.D. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Tillier, R.: Skeletal Lesions Analogous to Rachitic 
Disturbances Appearing Late and Probably of 
Infectious Origin (Lésions squelettiques ana- 
logues 4 des troubles rachitiques apparues tardive- 
ment d’origine probablement infectieuse). Rev. 
@ orthop., 1921, 3 S. Viii, 399. 

The author reports the case of a child, aged 14 
years, who had grown normally until his eighth 
year, when he developed bilateral genu valgum and 
other deformities suggesting rachitis following an 
attack of erysipelas of the face and the upper part 
of the trunk. 

Tillier remarks that it would be interesting to 
trace the relation of this delayed rachitis to the 
true rachitis of nurslings and to determine whether 
these two types can be placed in the same patho- 
genic class. In both conditions the bones are 
deficient in calcium but in the deferred type of 
rachitis Tillier has observed that the muscles show 
a peculiar increase in opacity to the X-rays which 
is not localized and suggests that some anomaly 
in the distribution of calcium salts may be respon- 
sible for a deficiency in the bony tissues and an 
over-supply in the muscles. Such an anomaly 
might arise from a disturbance of the endocrine 
glands. 

An increase in the opacity of the muscles to 
X-rays is not observed in cases of true rachitis and 
this is an important difference between the two 
conditions. Rachitis in nurslings results from a 
defect in calcification due to failure of the organism 
to elaborate a sufficient supply for the bones, a 
failure of the function of nutrition. Deferred 
rachitis is the result, not of an absolute decrease in 
the organic production of calcium, but of some dis- 
turbance in its distribution to the tissues traccable 
to its regulators, the glands of internal secretion. 

The author believes that in the case reported the 
disturbance in the endocrine glands was due to 
a streptococcic infection. The fact that erysipelas 
immediately preceded the onset of the rachitic 
disturbance cannot be considered as a mere co- 
incidence. He is unable to state what particular 
gland was affected and is inclined to assume that 
the condition was a pluriglandular syndrome al- 
though the testicles in particular showed an arrest 
in development. 

In deferred rachitis the bone lesions are situated 
chiefly in what the author terms the metaphysis, 
viz., the juxta-epiphyseal region. W. A. BRENNAN. 


Naumann, H.: Osteomalacia and Osteitis Fibrosa 
(Ueber Osteomalacie und Ostitis fibrosa). Deutsche 
Zischr. f. Chir., 1921, clxiv, 1. 


On the basis of two cases the author goes*into 
detail regarding the relation of osteomalacia to osteitis 


fibrosa deformans (von Recklinghausen) and to 
cystic degeneration of the bones. In the first case 
the condition was a long-standing, non-puerperal 
osteomalacia which, up to the time of a fall seven 
years previously, had been entirely symptomless. 
Subsequently there had been increasing pain, numer- 
ous fractures from the least causes, and general soften- 
ing of the bones which finally were followed by 
marasmus leading to death. Besides isolated typical 
findings of osteomalacia in the bones, the chief find- 
ings differed entirely from those of osteomalacia, but 
were typical of osteitis fibrosa. Of special interest 
was the fact that a tibia amputated one year before 
death showed relatively pure osteomalacia changes. 
Therefore in this case there was a mixture of both 
diseases or a transition from osteomalacia to osteitis 
fibrosa. 

On the basis of this case and a case of non-puerperal 
osteomalacia, the author reviews the theories as to the 
genesis of osteomalacia on the one hand and of osteitis 
fibrosa on the other. He does not agree with Pom- 
mer’s view that osteomalacia and rickets are due to 
a disturbance in the physiological building-up and 
tearing-down processes in the sense that the calcifica- 
tion of the newly formed bone substance is more or 
less deficient while resorption remains the same and 
that halisteritic processes of many perforating canals 
in the neighborhood are of only minor importance. 
Naumann believes with Marchand that there is an 
extensive halisteresis. Of special importance in 
osteomalacia is the appearance of fibrous marrow and 
its associated osseous changes (new formation of bone 
tissue in the spongiosa, resorption through lacunar 
resorption and perforating canals) which indicate 
that osteomalacia is a bone disease in which an ex- 
tensive change takes place in the entire cross-section 
of the bone. In the perforating canals one sees the 
first stage of the hollowing-out process brought about 
by the activity of the osteoclasts. 

The characteristics of osteitis fibrosa consist in a 
complete change of the bone and a quantitative 
change in the tissue in the sense that through meta- 
plasia new bone is formed from the connective tissue 
of the proliferating fibrous marrow (analogous to 
the building of bone from connective tissue) and at the 
same time, as the result of increased resorption by 
the osteoclasts, bone is torn down. Cysts arise from 
traumatic bleeding or the disappearance of the in- 
flamed newly formed tissue, the place of which is 
taken by serum. 

As causes of primary non-puerperal osteomalacia 
must be considered early rickets, inherited nervous 
affections, and errors in diet. As causative factors of 
osteitis fibrosa must be considered for the greater part 
mechanical factors which, in the greatly changed 
bones, find a favorable field for action. Without 
doubt, traumatic factors also play a part as shown by 
the increased local changes in the tibia following a 
fall in the case reported. Roupe (Z). 
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Allison, N., and Brooks, B.: Bone Atrophy: An 
Experimental and Clinical Study of the 
Changes in Bone Which Result from Non-Use. 
Surg., Gynec. & Obst., 1921, xxxiii, 250. 

The fact that changes take place in the bones of 
the extremities when they are not used is generally 
known, but the exact nature of these changes has 
not been clearly defined. The purpose of the 
experiment and clinical study reported in this 
article was to determine the effect of the non-use of 
bones as it concerns: (1) X-ray photographs, (2) 
gross and microscopic anatomy, (3) chemical com- 
position, (4) breaking strength, (5) growth, and (6) 
regeneration. 

The experiments were carried out on dogs. 
Three methods were employed to prevent the use 
of the foreleg: (1) section of the brachial plexus 
resulting in partial or complete paralysis, (2) ex- 
cision of the upper end of the humerus, resulting in 
a flail-joint, and (3) plaster of Paris fixation. When 
the experiments were terminated the bones of both 
forelegs were compared on the basis of the X-ray 
examination and their measurements, weights, 
chemical composition, and breaking strength. 

For the study of the effect of non-use on regenera- 
tion the animals in which one foreleg had been 
subjected to varying periods of non-use were 
operated upon again. A section of each ulna was 
removed, the defect in the atrophied ulna was 
bridged with a transplant of bone with periosteum 
and marrow from the non-atrophied ulna, and the 
defect in the non-atrophied ulna was bridged with 
a similar transplant from the atrophied ulna. This 
operative procedure gave in each animal two trans- 
plants in similar defects in each ulna. One trans- 
plant was atrophied bone placed in an extremity 
which was used and the other a non-atrophied bone 
placed in an extremity which was not used. The 
results of these experiments were studied by means 
of the X-ray and macroscopic examination. 

The X-ray photographs of non-used bone re- 
vealed changes which are the same as those ob- 
served in a human extremity which has not been 
used. The earliest changes were noted in the can- 
cellous extremities of bones (experiments of shortest 
duration seven to thirty days). The shadows of the 
trabecule became less defined, producing an effect 
suggesting imperfect radiographic technique. In 
addition there were irregular areas in which the 
trabecule had disappeared entirely. 

In experiments of longer duration (from thirty 
to one hundred days) a well-marked change made 
its appearance in the compact bone of the shaft. 
This consisted of a decrease in the diameter of the 
shaft of the bone and an increase in the diameter of 
the medullary canal. 

In experiments of the longest duration (from 
one hundred to three hundred and fourteen days) 
the trabeculae were well defined but very small and 
relatively fewer. The compact bone of the shaft 
was further diminished in thickness and showed 
longitudinal striz of diminished density. 


The initial changes in the gross anatomy of bone 
due to non-use are the same regardless of the age 
of the individual but the ultimate result is different 
in an individual who has reached his complete 
growth from that in an individual who is in his 
growing period. In the former only the process of 
bone atrophy is operative while in the latter this 
process is associated with the process of bone growth 
which is inhibited, but not arrested, by non-use. 
In the investigation reported both growing and 
adult dogs were used in the experiments of rela- 
tively short duration, from ten to two hundred 
days, and only adult dogs were used in the experi- 
ments of longer duration, from two hundred to 
three hundred and fourteen days. The ultimate 
changes in the gross anatomy of the bones due to 
non-use beginning before the completion of growth 
have been shown by Howell in illustrations and 
measurements and by the effect of poliomyelitis, 
tuberculosis of the bone, and congenital or acquired 
deformities in childhood. 

The first change noted in the examination of a 
bone of an extremity which has not been used is in 
the relationship between the periosteum and the 
compact bone of the shaft. In the normal bone the 
periosteum strips with ease, leaving a smooth 
glistening surface. In atrophied bone the periosteum 
strips with difficulty and leaves a surface which 
feels like fine sandpaper. A further change which 
then becomes evident is in the character of the 
cortical bone of the shaft, which loses its compact 
structure and becomes porous. The porosity of the 
bone explains the linear strie of the shafts seen in 
radiograms. It is to be emphasized, however, that 
none of these changes affect to any marked degree 
the general shape and contour of the bone as a 
whole. The diameter of the shaft is only slightly 
decreased and its length is not changed. 

During growth there is a striking difference in 
shape compared with the corresponding bone of the 
used extremity. The bone is smaller both in length 
and thickness. The decrease in thickness is more 
noticeable than that in the length. Furthermore, 
the diminution in thickness is more marked in the 
shaft than in the epiphysis, producing an effect of 
sudden enlargement at the epiphyseal region. The 
periosteum strips from the bone normally. On 
cross-section of the shaft the thickness of the cortex 
relative to the diameter of the bone shows a change 
which is very slight as compared with that seen in 
bone atrophy occurring during adult life. Com- 
parative measurements of the thickness of the entire 
bones and the diameters of the medullary canals 
show that the medullary canal of the non-used bone 
is always larger relative to the thickness of the same 
bone although it may be actually smaller than the 
medullary canal of the corresponding bone of the 
used extremity. ‘There may be also a difference 
in the shape of the cross-section as compared with 
the non-used limb. 

These experiments showed that non-use has no 
effect upon the chemical composition of the bone 
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matrix but that an entire bone may lose more than 
a quarter of its mineral constituents during twenty- 
four days of non-use. In some experiments in 
which the non-use continued for one hundred and 
ninety-five days and there had been a marked 
diminution in the thickness of the cortex of the 
shaft, it was found that there was no appreciable 
difference in the chemical composition of this 
cortical bone when it was compared with the cortical 
bone of the used extremity. Therefore the loss of 
mineral constituents due to non-use of a bone is a 
loss of bone matrix rather than a loss of mineral 
constituents of the bone matrix. The change is 
quantitative rather than qualitative. 

The degree of atrophy of the bone was directly 
proportional to the degree of non-use, regardless 
of the method employed to prevent the use of the 
extremity. ‘There is no evidence warranting the 
assumption that any disease process plays any 
réle in the production of bone atrophy other than 
its effect on use. That bone atrophy is not the 
result of diminished circulation of blood is shown 
by the fact that it develops rapidly in the acute 
inflammatory diseases and by a case in which, 
following ligation of the popliteal artery, there was 
a diminution of the blood supply to the leg sufficient 
to cause complete ischemic paralysis and slowly 
developing gangrene but the tibia showed no evident 
atrophy after a period of four months. 

Bone absorption is an active process and a 
circulation of blood is necessary to its progress. 
The progress of bone atrophy is not a change in the 
characteristics of bone as a tissue or a substance 
but a change in the amount of bone. This affects 
the size, shape, thickness, length, weight, and 
texture of the whole bone and accounts for the 
changes in its gross anatomy. 

S. C. WoLDENBERG, M.D. 


Sosman, M. C., and Canter, N. M.: Primary Tu- 
mors of Bone. J. Radiol., 1921, ii, 1. 


Recently the authors had under observation a 
group of cases of bone tumors at the Walter Reed 
Hospital, Washington, D. C. Realizing the diffi- 
culty in determining the exact nature of such 
tumors they believe it would be of value to give 
a complete report of each case. Although the 
roentgenological appearance is not always pathogno- 
monic, it is conceded to be the most efficient aid to 
the diagnosis and furnishes the most reliable infor- 
mation prior to operation. The most frequent errors 
in roentgenological interpretation are the reporting 
of syphilitic periostitis as periosteal sarcoma and of 
the central destructive lesion as osteomyelitis. 

Case 1. The patient was a man 39 years of age 
who came for treatment for alump ona finger. About 
four years ago he had an infected finger. On his ad- 
mission to the hospital the X-ray showed a difinite 
increase of bone destruction and production. The 
diagnosis was sarcoma. Bloodgood saw this case 
and changed the diagnosis to osteochondroma. The 
growth was removed in toto with a margin of healthy 
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bone. In this case the differentiation by means of 
the X-ray alone was difficult as there was a bone- 
producing tumor of periosteal origin with slight 
cortical destruction at its base. Sarcoma of a 
phalanx is very rare but no doubt does occur. 

CASE 2. The patient was a male 20 years of age 
who complained of swelling of the wrist. Eight 
years ago the wrist was broken but healed normally 
except for a slight deformity. The X-ray diagnosis 
made at the camp hospital was fracture with excess 
callus. Later a diagnosis of sarcoma was made at 
the base hospital and amputation was advised. The 
patient having been informed that this was prob- 
ably a benign tumor, refused operation. 

Case 3. The patient was a man 27 years of age 
who complained of pain and swelling in the right 
knee joint. There was no history of trauma. Three 
months after the onset of the condition the knee 
was explored for tuberculosis and a piece of tissue 
was removed and stained for tubercle bacilli. 
The findings were negative but there was a purulent 
discharge from a small sinus. The X-ray diagnosis 
was Osteomyelitis. The wound was treated with 
Dakin solution and healed slowly from its base. 
Five months later another X-ray showed progressive 
destruction. At the same time a small swelling in 
the scar was tapped and found to contain blood. In 
Bloodgood’s opinion the tumor was malignant. 
The patient preferred amputation with quick re- 
sults rather than resection with grafting and 
long hospitalization. Microscopic examination by 
Bloodgood showed an encapulated giant-cell tumor 
of the epulis type which did not invade the cartilage 
or the scar of operation. This case illustrated the 
fact that perforation of the cortex does not always 
mean malignancy as this has been noted also in 
bone cysts, pure myxoma, and chondroma. 

CAsE 4. The patient was a male 30 years of age. 
The complaint was pain and disability of the right 
shoulder for the past nine years. An X-ray examin- 
ation made in 1912 was negative. In 1916 pain 
recurred with swelling and for the first time there 
was marked disability. The X-ray examination 
at this time showed a bone shell with marked ex- 
pansion in the region of the great tuberosity and 
markings suggesting a multi-cystic tumor. In 1916 
the great tuberosity, a piece of the shaft, the bicipi- 
tal groove, and part of the lesser tuberosity were 
removed. The operative diagnosis was typhoid 
osteomyelitis but the microscopic report showed 
hemangioma cavernosum. Pain recurred three 
months later and a second operation was performed. 
In April, 1920, the patient was seen by Garré of 
Bonn University, Germany, who X-rayed the 
shoulder, made a diagnosis of sarcoma, and advised 
immediate operation. The patient was returned to 
New York for a third operation. At that time 
cartilage, a bone spur near the joint the size of the 
end of a finger, tissue resembling blood clot which 
was embedded in bone, and old scar tissue were 
removed. The surgeon’s opinion was again 
granulated tissue but the pathologist’s report was 
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angio-cavernoma of the bone. Bloodgood believed 
the roentgenogram suggested the healing process 
of a central lesion with periosteal bone formation 
of the thigh like that found in osteomyelitis. 
Hitzrot stated that the patient is bound to have 
some pain because of the chronic arthritis; he recom- 
mended baking and massage but not resection. 
Physiotherapy was without effect. The only relief 
was given by fixation and traction. The patient 
was discharged from the service. 

Case 5. The patient was a man 25 years of age 
who had had pain and swelling in the knee for the 
past eight months. The bone detail was very in- 
distinct in the X-ray picture because of the presence 
of a huge soft-tissue swelling. Multiple small areas 
of bone destruction with very slight new bone forma- 
tion, apparent perforation of the cortex at several 
points, and destruction of the articular surface of 
the medial condyle were found. A diagnosis of 
tuberculosis was made. On consultation this 
diagnosis was changed to sarcoma. Although the 
articular surface of the femur was partially de- 
stroyed, the tibia opposite showed no involvement, 
this being strongly against tuberculosis. 

Case 6. The patient was a man 43 years of age 
who complained of pain and swelling of the right 
shoulder for the past eight months. In 1919 he 
had noticed that a small area in the right shoulder 
was becoming painful and very tender to the touch. 
The X-ray showed expansion of the upper end of 
the humerus extending through the epiphyseal line 
into the head of bone. This expansion was sym- 
metrical but the involved area was cloudy and 
appeared lobulated rather than smooth as in bone 
cysts or mottled as in older bone cysts or giant-cell 
tumors. The cortex appeared to be almost de- 
stroyed in certain areas and there were fine perpen- 
dicular lines of new bone formation. The Wasser- 
mann test was negative. The X-ray findings led to 
the diagnosis of a low-grade inflammatory process 
probably due to syphilis. Bloodgood, however, in- 
sisted that the condition was malignant but it was 
generally agreed that a course of salvarsan should be 
given. The patient received six doses of salvarsan 
between Sept. 11 and Oct. 2 but without the slightest 
benefit. Radium therapy also was given but with- 
out any relief of symptoms. Another X-ray ex- 
amination five weeks later showed a definite increase 
in the size of the tumor and cortical destruction. 
An operation was therefore done. Seven weeks 
later the patient was free from all pain, had gained 
weight, and had a fair amount of motion in the 
shoulder. 

Case 7. This case was similar to Case 1. In 
November, 1919, the X-ray showed metastases to 
the tarsus and the condyle of the femur. Amputa- 
tion was performed in the middle third of the thigh. 
In May, 1920, the patient was fitted with a perma- 
nent artificial limb. In July, 1920, he twisted his 
stump in a minor accident and afterward was un- 
able to wear the artificial limb comfortably. The 
X-ray showed a large cystic defect in the femur just 
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below the lesser trochanter and slight explosive 
destruction of the cortex. The diagnosis was 
metastatic sarcoma involving the femur. The patient 
was operated upon in October, 1920. At the time 
of the operation a large blood-filled cyst with a 
“velvety” lining of tumor tissue was found. The 
diagnosis based on a section was sarcoma. This 
case showed an unusual spread by metastasis pri- 
marily to bone and to the bones of the same limb in 
an ascending direction. The authors state that, as 
curettement had not been done, thorough treatment 
of the original lesion with the X-ray or radium might 
have prevented the subsequent metastasis. This 
shows the necessity of recognizing the type of tissue 
which is found in even minor operations. The 
presence of a blood-filled cyst in bone should suggest 
malignancy and resection of tissue should be done 
at once. S. C. WoLDENBERG, M.D. 


Isaac, S.: Multiple Myeloma (Die multiplen Mye- 
lome). Ergebn. d. Chir. u. Orthop., 1921, xiv, 325. 


By the term “myelomata” is meant multiple pri- 
mary growths of the osseous system arising from the 
bone marrow and consisting histologically of paren- 
chyma cells of the marrow. Sternberg states that, 
according to the type of the predominating cells, these 
may be differentiated into myeloblastic, myelocytic, 
lymphocytic, plasmocellular, and erythroblastic mye- 
lomata. The relatively small number of cases of 
myeloma shows that it is a rare affection, the proper 
classification of which has been much disputed. 

Myeloma generally affects numerous bones in the 
form of multiple, circumscribed tumors, or more 
rarely, as a diffuse growth filling up the entire cavity 
of the affected bone. A primary tumor usually can- 
not be discovered, although there are cases with an 
especially large tumor in one bone which might be 
regarded as the primary growth from which the others 
developed. Short and flat bones are more frequently 
affected than the long bones. In the short and flat 
bones the spongiosa soon disappears. Later, the 
cortex becomes thinned, and subsequently there are 
bone deformities, bending, and fractures. In severe 
cases, marked changes occur in the shape of the 
skeleton. In only a few cases does the process re- 
main limited to the bone marrow. 

Myeloma has the power to absorb bone substance 
and cause osteoporosis. In some cases changes occur 
in other parts, such as the liver (myeloma nodules), 
the kidneys, the lymphatic system, the tonsils, the 
gums, the ovaries, the adrenals, the gastric serosa, 
the pleure, the mediastinum, and the meninges. 
As already mentioned, the histology is very different 
according to the type of cells that prevails. The 
clinical picture is variable and independent of the 
type and extent of the skeletal changes. The pains 
are often atypical and obscure. Nervous symptoms 
are often of significance. The blood picture is 
particularly interesting. In general there is a more 
or less severe anemia. The urine shows the Bence- 
Jones albumin bodies. Albuminuria is one of the 
most important features pointing to multiple mye- 
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lomata (Hirschfeld) although it is not present in all 
cases. Skin changes are seldom noted. The body 
temperature is generally not raised. The course of 
the condition ranges from a few months to several 
years. 

Myeloma is predominately an affection of middle 
and advanced years, although sometimes it occurs in 
youth. The diagnosis is not easy, especially in cases 
in which bone symptoms are very slight or absent and 
general symptoms, such as anemia and cachexia or 
nervous disturbances, dominate the clinical picture. 

The treatment is mostly symptomatic. Like other 
affections of the blood and lymphatic system, such 
as lymphosarcoma, myeloma occupies a peculiar place 
and stands in interesting relationship to malignant 
growths. Grass (Z). 


Troell, A.: On Tendovaginitis and Tendinitis 
Stenosans. Acta chirurg. Scand., 1921, liv, 7. 


In a previous paper the author mentioned seventy- 
eight cases of tendovaginitis crepitans and described 
four of them in detail. He considers over-exertion 
at work to be the most common etiological factor. 
More recently he has examined a case without 
crepitation which he believed was due to wood- 
sawing. A tender swelling was present over the 
abductor longus pollicis and extensor brevis pollicis. 

In the last three years Troell has seen six cases 
of a condition affecting the styloid process of the 
radius which clinically resembled de Quervain’s 
tendovaginitis stenosans. 

The first case was relieved by hot hand baths for 
a period of two weeks although the condition recurs 
slightly following over-exertion. 

The second case was relieved by operation. The 
tendon of the abductor longus pollicis showed a 
slight but distinct fusiform swelling immediately 
below the lower margin of the dorsal carpal liga- 
ment. After section of the latter in the longitudinal 
direction the tendons of the abductor longus pollicis 
and extensor brevis pollicis were free and the thumb 
could be moved more easily. 

The third case also was operated upon but was not 
relieved. The fourth case was slightly benefited by 
hand baths. Therefore operation was deferred. 
The author has no notes on two cases. 

Histologic examination by Welti showed that 
the annular ligament lacked its usual shiny appear- 
ance and was strongly vascularized and infiltrated. 
The tendons of the abductor longus pollicis and 
extensor brevis pollicis were considerably compressed 
under the changed portion of the ligament. The 
condition was therefore interpreted as an inflamma- 
tion of the tendon sheath, not of the tendon itself. 
De Quervain, Floercken, and Keppler found 
thickening in the wall of the compartment of the 
tendon sheath. Nussbaum observed only round- 
cell infiltration with small necrotic sections in the 
tendon sheaths. Marion says that the fusiform 
swelling is due to serous exudate in the tendon of 
the abductor longus pollicis. According to Poulsen, 
tenosynovitis results from pressure of the tendons 
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against the carpal ligament. Burke attributes the 
condition to habitual subluxation in the carpo- 
metacarpal joint. 

Doigt a@ ressort is a condition which closely re- 
sembles stenotic tendovaginitis from a pathologico- 
anatomical point of view. A typical case is cited 
by Poulsen. The patient, a seamstress, felt a 
cramp-like pain in the left arm which extended from 
the thumb. The thumb had a clicking sensation on 
active extension. Operation showed a fibroma the 
size of a hemp-seed on the abductor longus pollicis 
tendon. Removal of the tumor entirely relieved 
the symptoms. Rupotps S. Reicu, M.D. 


Patel, M.: A Variety of Tuberculous Coxalgia in 
the Adult: Dry Caries of the Hip (Sur une variété 
de coxalgie tuberculeuse de |’adult: carie séche de la 
hanche). Rev. d’orthop., 1921, 3 Ss. viii, 385. 

Dry caries of the hip, a condition which seems 
especially common in the young and in adolescents, 
is characterized anatomically by an osteo-arthritis 
with eburnation of the head of the femur but with- 
out fungosity or articular effusion. This dry 
coxalgia may evolve to the complete disappearance 
of a part of the upper end of the femur, especially 
the head and neck. 

Patel reports a case of tuberculous arthritis of 
the right hip with progressive disappearance of the 
femoral head and neck in a woman 52 years of age. 
There was no doubt as to the tuberculous nature of 
the lesion as the patient had been tuberculous since 
her sixth year. It appeared that the disease evolved 
in two periods within a few years. The first was a 
period of arthritis with pain, muscular atrophy, 
functional impotence, and limitation of movements. 
The second was a period of osseous destruction last- 
ing about a year which began when the patient 
attempted to walk by the aid of a prosthetic ap- 
paratus and a cane. The luxation produced, and 
the continuous friction of the upper extremity of 
the femur against the external surface of the hip 
bone completed, the destruction of the rarefied and 
softened osseous tissue. 

The general characteristics of dry caries of the 
hip are analogous to those of the same condition in 
the shoulder, but because of the mechanical action 
of walking, the evolution of the two processes may 
be quite different. In the shoulder, ankylosis fre- 
quently results but this is not observed in the hip, 
the stump of the femur remaining loose and luxated. 
It is possible, however, that ankylosis might be 
induced in the hip by immobilization for a suffi- 
ciently long time. W. A. Brennan. 


Kortzeborn: Femur Shortening with Myogenous 
Stiffening of the Knee Joint in Extension; 
Quadriceps Contraction (Ueber Femurverkuer- 
zung bei myogener Versteifung des Kniegelenkes 
in Streckstellung [Quadricepscontractur] an der- 
selben Extremitaet). Beitr. 2. klin. Chir., 1921, 
CXXiii, 241. 


Kortzeborn describes the case of a man on whom, 
five years after a gunshot fracture of the upper 
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thigh, Payr did an intracallus oblique osteotomy 
and reduced a shortening from 10 to 4 cm. Nail 
extension through the femur was used as in the 
Leipzig clinic with the Zuppinger semiflexion 
method, so that a weight of only 20 lb. was sufficient. 
In shortening of the femur due to gunshot fractures 
there is often at the same time marked contraction 
of the quadriceps muscle which stiffens the knee 
in a position of extension. In the Leipzig clinic 
there were eighteen such cases with femur shorten- 
ing up to 10 cm. 

It is therefore a question which condition should 
be treated first, the femur shortening by a length- 
ening of the bone, or the muscle contraction by a 
lengthening of the muscle. Consent is seldom 
obtained to perform both operations, one after the 
other. If the bone is lengthened the condition of 
the muscle contraction is made worse and the 
necessary over-extension of the muscle may lead to 
atrophy and lessen the possibility of properly 
treating the muscle and obtaining a knee free from 
stiffness. 

In the Leipzig clinic it is believed that the removal 
of the stiffness and the obtaining of a useful joint 
are of the first importance, and the patients them- 
selves have expressed this preference. A _ leg 
shortening up to 10 cm. with a properly fitted shoe 
and adjustments can be well handled, but not a 
knee stiff in extension. The latter condition inter- 
feres with the patient’s work. As the patient’s stay 
in the hospital following the operation on the 
muscles is much shorter (five to six weeks), the 
State should be interested in the correction of the 
knee stiffness by attention to the muscles. 
Kirschner emphasizes the fact that by improving 
the femur shortening the State saves itself the 
sum of money that it once paid out to every one 
injured in war whose deformity was as much as 5 
cm. of shortening. Moreover, osteotomy is a much 
more dangerous procedure requiring much longer 
after-treatment. Hence, the simpler muscle plastic 
operation is to be preferred. 

In conclusion Kortzeborn describes the cases of two 
patients with femur shortening and quadriceps con- 
tracture at the same time on whom he performed the 
muscle operation two and one-half and two years 
ago respectively, with the result that the previously 
stiffened knees are now active to 90 degrees and 
can be extended almost completely, while the 
shortening of the leg, 7 and 10 cm. respectively, is 
corrected by a shoe of corresponding height. 

MARWEDEL (Z). 


Saupe, E.: Patella Bipartita (Beitrag zur Patella 
bipartita). Fortschr. a. d. Geb. d. Roentgenstrahlen, 
1921, XXVili, 37. 

The cases of patella bipartita reported in the 
literature may be divided into three groups: 

1. Those in which there are two pieces separated 
by a transverse slit. The total long diameter of the 
two together is greater than that of the normal 
knee cap. 
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2. Those in which there is a vertical split. 

3. Those with a larger inner and lower portion 
and a smaller upper portion. 

The cause of the formation of two knee caps must 
be an anomaly in ossification. According to the 
X-ray findings, the beginning of normal ossification 
is in the sixth year of life. 

The author describes one of his own cases belong- 
ing to the first group. Patella bipartita does not 
influence the function of the knee joint. 

Von TAPPEINER (Z). 


Jean, G.: Extra-Articular Tuberculosis of the Pos- 
terior Surface of the Patellar Apex (Tuberculose 
extra-articulaire de la face postérieure de la pointe 
de la rotule). Rev. d’orthop., 1921, 3 s. viii, 393. 


Primary tuberculosis of the patella has been 
recognized for a long time; more than 100 cases are 
found in the literature since 1888. The relative 
rarity of the condition is probably due to the slight 
vascularization of the bone. In the child an abscess 
tends to develop outside of the joint on the anterior 
surface of the bone; in the adult it tends to develop 
on the posterior surface. 

The author reports two cases. Both patients 
were adults and in both the tuberculous process 
developed on the posterior surface of the patellar 
apex. In the adult about one-fifth of the posterior 
surface of the patella in the region of the apex is 
connected with the anterior bursa of the joint and 
is therefore extra-articular. In the child under 
14 years of age the whole posterior surface is covered 
with cartilage. This explains the difference in the 
direction in which the abscess develops. Both of 
the author’s cases were operated upon. In one case 
the patellar tendon was freed by lateral incisions and 
turned back, the osteitic areas in the posterior sur- 
face of the patella being curetted. The other case 
was treated by Calot injections and heliotherapy. 
The treatment of choice is curettage of the osteitic 
focus and excision of the abscess and fistulous tract. 

W. A. BRENNAN. 


Roeren, L.: Progressive Foot Deformities in Spina 
Bifida Occulta (Ueber progrediente Fussdeformi- 
taeten bei Spina bifida occulta). Arch. f. Orthop., 
1921, XViX, I. 

Spina bifida occulta is a malformation which occurs 
in the lower part of the spinal cord. It is formed in 
the first weeks of intra-uterine life when the closure of 
the medullary groove which forms the medullary tube 
is disturbed, and after this period it remains un- 
changed. The independence of the development of the 
posterior sensory roots accounts for the rarity of their 
involvement. 

The clinical picture of spina bifida occulta indicates 
that the condition brings with it an increased irrita- 
bility in the reflex and tone-controlling mechanism. 
There are also foci which lead to disseminated areas 
of paralysis in the muscles. The conus medullaris 
often shows on its posterior surface typical con- 
strictions due to adhesions, which sometimes are 
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continuous to the skin surface or are covered by a 
mixed growth, a myofibrolipoma. Growths and ad- 
hesions may lead to progressive damage to the cord 
through laceration or pressure. Only rarely, how- 
ever, do the symptoms indicate such a deep-seated 
injury. Nevertheless, the cooperation of both fac- 
tors is not to be denied. In conjunction with the 
difference in growth of the healthy and the abnormal 
tissue, there is a lessening of the toleration limit of 
reciprocating-regulating control. In the initial stage 
of the cord injury as well as in cases of external 
injury there is hypersensitiveness. 

Muscles, bones, etc. develop in foetal life irrespec- 
tive of their function from the growth energy in the 
cell itself. It is not until later that the effect of 
functional stimulation becomes more and more 
necessary to the organ and its form. Under certain 
circumstances even in the uterus functional stimula- 
tion may hold back the formative power within the 
cells and thus influence the tissue which will develop 
from them. In general, the effect of function is 
exerted first on the form of the limbs. When there is 
an increased demand on one limb the influence of 
function upon its form becomes more evident. As 
in the grouping of the muscles and the arrangement 
of the joints the development of pes equinus is fa- 
vored, and as the functional disturbances in the 
muscles are chiefly spastic, the majority of cases show 
pes equinus, pes varus, pes cavus, and their variations 
and combinations. The muscle changes—shrinking 
and over-extension—are of a secondary nature, but 
do their part in completing the deformity. Ab- 
normalities in both the external and internal structure 
of the bone and corresponding changes in the liga- 
ments, fascia, joint capsule, etc. play an important 
part in fixing the deformity. 

The treatment must first remove the damage to 
the cord. As the deformity in the central nervous 
system is not amenable to surgical procedures, one 
can hope only to remove growths, adhesions, and 
other external abnormalities. Efforts must then be 
directed to restoring the equilibrium of the muscles. 
Lastly, operations for the correction of marked bone 
deformities and shrunken fascia must be considered. 

Von LoBMAYER (Z). 


FRACTURES AND DISLOCATIONS 


Sandes, T. L.: Recurring Dislocation of the Shoul- 
der Joint. Brit. M.J., 1921, ii, 321. 


Traumatic dislocation of the shoulder joint may so 
damage the capsule that subsequent dislocation is 
caused by trivial injuries. The author believes that 
the tearing of the capsule is the chief etiological fac- 
tor. Elongation of the ligamentous structures may 
be caused by the primary injury or a second disloca- 
tion occurring before repair is complete. 

Most anatomists teach that the humerus is held in 
position by muscular action, the capsule acting as a 
check only in the extremes of motion. As proof of the 
importance of the capsule the author mentions the 
early dislocations which occur in degenerative lesions 
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of the shoulder in syringomyelia and tabes and the 
integrity of the joint in diseases associated with 
paralysis of the shoulder muscles. 

Many operations have been suggested to relieve 
the condition. These vary from suture of the loose 
capsule and resection of the redundant part with 
repair of bony deformity to the removal of portions of 
the articulating surfaces to secure a fibrous or bony 
ankylosis. This last measure seems unnecessarily 
radical for the majority of cases. 

A new method is described which has been used 
successfully in five cases. A suspensory ligament of 
fascia lata or silk is passed through a drill hole close 
to the head of the humerus from before backward, 
emerging posteriorly through the greater tuberosity. 
The posterior end is passed under the deltoid muscle 
up anteriorly to the outer end of the clavicle, then 
over and behind it, and finally down to the starting 
point. The fascial ligament is drawn tight with the 
arm at an angle of 45 degrees, the ends being over- 
lapped and sutured. The arm is supported by a 
sling and kept at rest for six weeks. 

J. I. MircHeE tt, M. D. 


Broca, A., and D’Intignano, M.: The Anatomical 
Evolution of the Hip After Reduction of Con- 
genital Luxations (Evolution anatomique de la 
hanche aprés réduction des luxations congénitales). 
Rev. d’orthop., 1921, viii, 353. 

The authors have studied the anatomical and 
functional results ten years or later after the re- 
duction of congenital dislocation of the hip. The 
final functional results are compared with corve- 
sponding roentgenograms. Complete reluxation 
was rare, occurring in only about one-tenth of the 
cases, but a slight degree of upward displacement 
and separation of the head of the femur was not 
unusual. 

Of 357 cases studied, perfect reconstruction of 
the joint was found in only twelve. This was made 
evident not only by the gait but also by the roent- 
genograms. Such results are obtained usually 
in cases operated upon before the second year of 
age. Almost always after reduction of congenital 
dislocation of the hip the X-ray shows some osseous 
deformity. This, however, does not compromise 
function. It is typically a general deviation in 
varus and as a rule is found as a fundamental 
modification of the internal extremity of the neck 
of the femur at the cervico-cephalic juncture. In 
115 of the cases examined this deformity was Simple, 
but in 158 others was associated with varus of 
the neck. In some cases it was very pronounced. 
In only two cases was a cervico-trochanteric varus 
found. 

A persistent valgus is more rare. It may be 
compatible with good function, but predisposes to 
reluxation as well as to ascent and separation of 
the head of the femur. The author shows a number 
of roentgenograms of this deformity. 

Re-luxation seems more frequent in cases in which 
the head of the femur, having been primarily a 
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little high and flattened, sets in such a way that 
the conjugal cartilage is disposed obliquely down- 
ward an4 inward. In fifty such cases there were 
forty-five secondary ascensions, twenty of which 
were reluxations, and twenty-five dislocations 
to an upper false acetabulum. The reluxations 
resisted further treatment but in the cases of dis- 
location to a false acetabulum there was fair func- 
tion. 

The effects of walking and ossification may in 
time correct the varus. The progressive stages 
of correction are shown in several roentgenograms. 

When operation is deferred until the child is 
older, the X-ray examination in later life will very 
often show that under pressure of the acetabulum 
the head has become flattened until its aspect 
resembles that of coxa plana. In rare cases the 
head may disappear. 

As the child gets older the tendency is toward 
mechanical correction of the femoral neck in varus 
and of the head flattened in coxa plana. Almost 
all the patients walk well except when the result is 
compromised by some exceptional cause. It is 
rather astonishing that such excellent results can 
be obtained in spite of the bone deformities shown 
by the X-ray. Secondary and late reconstruction of 
the joint is much poorer in patients operated upon 
after the fourth or fifth year for unilateral luxation 
or after the fifth or sixth year for bilateral luxation. 
In such cases the end-result after some years is only 
fair or poor, even when the early results were 
favorable. Therefore it may be said that when the 
femoral head remains embedded after some months 
of walking reluxation is exceptional and pro- 
gressive functional and anatomical improvement 
almost constant. It is interesting to note, however, 
that in children operated upon in two stages 
separated by an interval of about a year the ana- 
tomical end-result in the last limb operated upon 
is not so good as that in the first limb. 

The article includes sixty concise case histories 
and 106 illustrations. W. A. BRENNAN. 


Ridlon, J.: Lessons from My Experience with 
Congenital Dislocation of the Hip. J. Orthop. 
Surg., 1921, iii, 365. 

Prior to 1892 the author used the traction method 
in reducing congenital dislocation of the hips but 
now states that this method is absurd as it always 
results in failure. From June, 1892, until December, 
1900, he used the following procedure: 

As a preliminary stretching the leg is pulled by 
assistants against the resistance from a towel through 
the crotch held by the operator. The operator then 
standing at the side of the patient away from the 
dislocated hip, flexes the thigh on the pelvis and 
winds his arm around the thigh from the front to the 
outer side, back, and inner side and outward across 
the groin. Grasping the thigh thus, he adducts, 
flexes, and lifts the head of the femur toward the 
acetabulum, and rotates it from side to side while he 
holds the pelvis down with the other hand. Obvious- 
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ly, only a very easily reducible hip can be reduced in 
this manner. 

In 1900 he began to try the Lorenz method which is 
as follows: 

The patient being fully anesthetized, the capsule is 
stretched by fully flexing the straight leg until the 
foot is beside the ear and by carrying the leg backward 
and from side to side. A sheet folded obliquely is 
then passed between the legs and fastened to the head 
of the table, the perineum being protected with a 
rubber pad, and the leg is pulled by two or three 
assistants each bracing a foot against the table. When 
the stretching is deemed sufficient, the flexed knee is 
grasped by the operator, the thigh is flexed to a right 
angle and abducted, the tense adductor muscles are 
hacked off with the edge of the operator’s hand, and 
the thigh is strongly abducted over a wedge-block 
used as a fulcrum below (back of) the neck of the 
femur, the opposite side of the pelvis being held down 
by an assistant. This is a severe method and resulted 
in several cases of paralysis and fractures of the fe- 
moral neck. 

In 1904 and 1905 Ridlon reported some cases in 
which reduction was effected by means of the Brad- 
ford and the Bartlett machines. He states that both 
of these methods work on the mistaken theory that 
when traction is made on the limb the dislocated head 
passes downward and back of the socket and can be 
pried in by a lever from behind. It is only those more 
backward than forward of the middle of the socket in 
which this will occur. Moreover, pulling with the 
leg abducted pulls against the stretched adductor 
muscles, while pulling with the leg adducted, to re- 
lax the adductors, hooks the head against the rim of 
the socket, if there be any upper rim. All these blood- 
less methods, and all others that Ridlon knows of, 
are executed without any attempt by the operator to 
determine at any stage of the manceuvre the exact 
relation of the head to the socket. The plea Ridlon 
makes for his operation is that the head is put into 
the acetabulum in the easiest way, with the least 
possible damage, and with positive knowledge at each 
step of the relation of the moving head to the socket. 

After several years’ trial of the Lorenz method 
Ridlon gradually abandoned it, first discarding the 
stretching and then the wedge-block. He states that 
the first real advance came with the realization that 
in fully flexing the thigh and thus throwing the head 
low, one avoided the greater part of the tension of 
the adductor muscles and possibly of the Y-ligament 
as a hindrance and could utilize them as a help to 
replace the head. In attempting to lift the upper 
end of the femur forward with his fingers at the back 
and his thumb in front, he learned to recognize the 
relation of the head to the socket and could feel the 
head leave his fingers at the back and rise under his 
thumb in front just before it slipped into the socket. 
In the seventeen years in which he has used this 
method he has broken the neck of the femur only 
once, and in that case manipulation had been done 
by another surgeon for half an hour. He has also 
broken the shaft once. 
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The cases of patients under 2 years of age with 
shortening of less than 1 in. and of all over 5 years 
of age with shortening of over 2 in. should be ex- 
cluded. 

Many cases treated in past years are not reported 
because the records are either missing or incomplete. 
Of the cases of unilateral reduction done between 
1904 and 1909, the hip is in the acetabulum in fifty- 
two and out in thirty-eight. Of the hips reduced be- 
tween 1o1o and 1015, thirty-four are in and fifteen 
out. Cases treated between 1915 and 19109, inclusive, 
show forty-five hips in and fourteen out. Since 
January 1, 1920, ten hips have been reduced, one of 
which has come out. 

The Hoffa open operation seems to be followed by 
many relapses. Osteotomy of the femoral shaft is 
regarded as absurd as “there is no reason for assuming 
that there is a twist in the neck either to the front or 
back.” 

In none of the author’s cases has a hip become re- 
dislocated after it had remained in the acetabulum a 
year after the removal of the cast unless it was sub- 
jected to severe trauma. In no case was there any 
evidence of a narrow or contracted socket. 

Most of the ultimate failures should be credited to 
too early operation, lack of use during the period of 
retention, and neglect in replacing the hip a second or 
third time after a sufficient period had been allowed 
for shortening to take place. W. A. CrarK, M.D. 


Goldthwait, J. E., and Adams, Z. B.: Congenital 
Hip Commission Report. J. Orthop. Surg., 1921 
iii, 353. 

This is a partial report of the commission appointed 
by the American Orthopedic Association to determine 
the best method of reducing congenital dislocation of 
the hip. The commission studied the results ob- 
tained in most of the larger orthopedic clinics in the 
East. It also sought the opinion of every member of 
the Association by issuing a circular letter. It found 
that there is a great lack of complete records and of 
roentgen-ray reports and this rendered it impossible 
in many cases to pass judgment upon the result. 

A statistical study of 713 cases was made. In 201 
of these the right hip was involved; in 288, the left; 
and in 224, both hips. Other congenital defects, such 
as spina bifida, absence of the tibia, and club-foot, 
were found in fourteen cases, seven of which showed 
a good result after reduction of the hip. A special 
study of 102 cases was made to determine the influence 
of imperfections of structure on the end-results. Of 
these, seventy-one showed torsion of the shaft; 
thirteen, a shallow socket; seventeen, a poor shelf; 
and thirty, a fair shelf. With the exception of tor- 
sion, the effect of these defects on the end-results 
seemed to be slight. 

In 348 cases the reduction had been effected by the 
Ridlon method, in 150 by the Lorenz method, in 80 
with the Bradford machine, in 80 with the Hibbs table, 
and in 12 by open operation. The Lorenz position 
was used after reduction in 188 cases, the Lange 
position in 140, the mid-position in 7, the Schlessinger 
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position in 2, and the Worndorf position in 1. In 
some clinics the first cast remains in place for four 
months but in others it is changed at one month. 
In a few clinics the first cast remains on for eight 
months. Some clinics permit walking early; others, 
not until the cast is left off. 

In order to tabulate the end-results, the cases are 
divided into two groups: those of patients over 6 
years old and those of patients under 6. There were 
156 cases in the former group, in fourteen of which 
the dislocation was bilateral. As an end-result after 
three years, fifty-four of these were found to be in; 
sixty, out; thirteen, marginal or anterior; and six, 
questionable. The second group included 414 cases in 
117 of which the dislocation was bilateral. There- 
fore 521 hips were treated. Of these, 320 were in, 
ninety-three were out, fifty-one marginal or anterior, 
and two questionable. The proportion of successful 
results in patients over 6 years of age thus appears to 
be 26.8 per cent, while for those under 6 it is 60.1 
per cent. 

The authors compare these results with those re- 
ported by Papin of Bordeaux. In this clinic 725 hips 
were reduced by the simple manual method of 
Denuce. Only eleven of these came out again, and 
of these re-dislocations nine were put back. 

W. A. CrarK, M.D. 


Mouchet, A., and Durand, J.: The Operative 
Treatment of Complete and Irreducible Con- 
genital Luxation of the Patella (Traitement 
opératoire de la luxation congénitale compléte et 
irréductible de la rotule). J. de chir., 1921, xviii, 
225. 

The authors cite a case of bilateral, complete, 
and irreducible congenital luxation of the patella. 
The patient, aged 10 years, walked with difficulty 
and although able to ascend the stairs, was unable 
to descend without falling. The patella were 
luxated externally and the atrophy of the patellar 
tendons and the quadriceps muscles was very 
pronounced. In other respects the physical exami- 
nation was negative except for a positive Wasser- 
mann reaction. 

The operative technique employed, a modification 
of that first devised by Roux, consisted of four 
steps: 

1. Asemilunar incision with its concavity upward 
was made over the site of the luxated patella so 
that it extended 4 or 5 cm. further upward on the 
side of the luxation. 

2. The anterior tuberosity of the tibia was de- 
tached and the patellar and quadriceps tendons 
were freed. The tibial tubercle, tendon, and patella 
were then drawn through a buttonhole incision in 
the anterior portion of the capsule of the knee. 

3. The tibial tubercle was secured to the anterior 
surface of the tibia by a small screw. 

4. The lateral margins of the patellar tendon 
were sutured to the edges of their new bed. 

Following the operation the leg was immobilized 
in extension for six weeks. Postoperative treatment 
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Complete congenital luxation of the patella 
(left side). Curved cutaneous incision with concavity 
upward extending higher on the external side. Dotted 
line indicates the vertical incision to be made from the 
summit of the curved incision to expose the anterior 
tuberosity of the tibia. 


Fig. 1. 


Fig. 2. The anterior tuberosity of the tibia is de- 
tached with the chisel and the patellar ligament and its 
folds and the tendon of the quadriceps muscle are de- 
tached by two lateral incisions (dotted lines) to above 
the base of the knee. B, the incision of the anterior 
fibrous sheath which overlaps the femoral condyles. 





Fig. 3. Through a buttonhole incision the freed 
patellar tissues are seized with the forceps. 





Interrupted sutures fixing the patellar struc- 


Fig. 5. 
tures in their new position. 


Fig. 4. The surgeon has pulled the patellar struc- 
tures through the buttonhole incision. The edges 
of the opening in the external capsule of the knee are 
re-united by interrupted sutures. 


consisted in massage, hot water baths, and passive 
motion which gradually led to active movement 
at the end of two months. Lovat E. Davis, M.D. 


Rosenburg, A.: Fracture of the Scaphoid Bone of 
the Foot (Ueber einen Fall von isolierter Kahn- 
beinfraktur des Fusses). Deutsche Ztschr. f. Chir., 
1921, clxiv, 394. 

Following a discussion of cases of fracture of the 
scaphoid bone of the foot reported in the literature, 
Rosenburg states that the mechanical force pro- 
ducing the fracture is in all cases the same, namely, 
a fall from a height, an endeavor to lessen the force 
by plantar flexion, an attempt to alight on the toes, 
and a falling backward which compresses the 
scaphoid bone between the cuneiform and the head 
of the talus. He reports a case in which, after the 
diagnosis was confirmed by X-ray examination, the 
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treatment consisted of bandaging, standing on the 
feet in spite of the pain, massage, and the applica- 
tion of heat. This treatment is recommended in 
preference to the nailing proposed by Goebel and 
the extirpation suggested by Quénu. PLENz (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Hesse, E.: Free Tenoplasty in Tendon Defects 
Following Tendovaginitis (Zur Frage der freien 
Sehnenplastik bei Sehnendefekten nach eitriger 
Tendovaginitis). Verhandl. d. Wiss. Ver. d. Aerzte 
d. staedt. Obuchow-Krankenhauses, Petrograd, 1920. 


The author’s report is based on ten cases of his 
own. Little attention has been given heretofore 
to tenoplasty after tendovaginitis as the results of 
attempts along this line have not been very en- 
couraging. Of the author’s ten cases, tendons of 
the foot were involved in two and tendons of the 
hand in eight. In five cases the plastic operations 
were performed on the extensors, and in the five 
others on the flexors. In nine cases there was 
healing by first intention and in one case suppura- 
tion. The functional results were no improvement 
in two cases (the single case of suppuration was one 
of these), improvement in six cases, and complete 
restoration of tendon function in two cases. 

Operation should be performed as late as possible 
after healing of the suppurative wound, in any case 
not before six to ten weeks. If it is done earlier, 
it may cause a flareup of a latent infection. To 
prevent atrophy, massage should be employed 
during the period of waiting. In all of the author’s 
cases free strips of fascia lata were used as trans- 
plants. Heteroplasty is contra-indicated. Es- 
march’s bloodless field is not recommended because 
of the danger of secondary hemorrhage and adhe- 
sions and the possibility of compression of the 
radial nerve in the upper arm on account of the 
long duration of such an operation. 

The incision should be made at some distance 
from the tendon to be repaired. Rigid scars of the 
skin must first be replaced by means of bridge 
flaps. The free fascia removed is rolled up like 
a tube and into its ends the freely prepared tendon 
stumps are sutured. The freely transplanted 
tendon must be placed under moderate tension. 
Movement and massage should be begun from the 
eighth to the tenth day. 

The functional results are not yet satisfactory. 
The technique must be improved. Apparently 
there are renewed adhesions of the freely trans- 
planted tendon to the neighboring tissues. Fur- 
ther improvement must aim at the avoidance of 
such adhesions. 

The author reports two cases in detail. In one, 
four entirely destroyed flexor tendons in the hand, 
each 15 cm. long, were repaired. Healing occurred 
by primary intention and the functional result was 
good. While function is not perfect, the patient 
has almost complete ability for work. In the other 
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case three entirely destroyed flexor tendons in the 
hand, 13 cm. in length, were repaired. Healing 
occurred by primary intention. There is slight 
improvement of function. HEssE (Z). 


Schreiber, F.: Repair of a Defect in the Quadriceps 
Muscle by Muscle Displacement (Ueber Ersatz 
eines Defektes im Quadriceps durch Muskelver- 
lagerung). Beitr. z. klin. Chir., 1921, cxxiii, 480. 

The author describes the repair of a large defect 
in the quadriceps muscle in a wounded soldier by 
the displacement of the sartorius muscle. The opera- 
tion was carried out in two stages. In the first opera- 
tion the sartorius muscle was exposed in its central 
portion, cut through, and implanted in the manner 
of a plug in a longitudinal incision made in the an- 
terior surface of the rectus muscle. 

In the second operation—six weeks later—the 
sartorius muscle was exposed entirely, drawn down 
by its tendon insertion, and sutured to the upper liga- 
ment of the patella. To obtain closer union, a flap of 
periosteum in the shape of a band was separated 
from the anterior surface of the patella and sutured 
over the sartorius like a cap. Ten weeks after the 
operation active extension of the knee was perfect. 

HOonMEIER (Z). 


Delageniére, H.: Repair of Loss of Bony Substance 
and Reconstruction of Bones by Osteoperios- 
teal Grafts Taken from the Tibia (With 118 
New Personal Cases). Am. J. Surg., 1921, Xxxv, 
281. 


The author gives due credit for the first periosteal 
bone graft to Ollier who performed the operation in 
1835. ‘This first operation was unsuccessful because 
of suppuration. Delageniére operated upon his 
first case in 1905. He states that his procedure is 
indicated in very many conditions, including skull 
defects, loss of bone in the face, loss of the mandible, 
pseudarthrosis with or without loss of bony sub- 
stance, and flail joints resulting from too excessive 
resection of bone. 

The graft consists of a layer of periosteum to the 
under surface of which is attached a thin layer of 
bone. The bony layer is essential to give consistency 
to the graft and to keep the periosteum stretched 
and in its physiological condition to perform its 
osteogenetic function. The graft should have the 
thickness of a dime. It must never consist of the 
entire thickness of the internal surface of the tibia. 

To obtain the graft the only instruments necessary 
are a chisel and a mallet. The internal surface of the 
tibia is exposed by a longitudinal incision, care being 
taken not to injure the periosteum. On this internal 
surface the outlines of the grafts are traced, one 
under the other, by means of a scalpel. In this way, 
one, two, or three grafts 5, 6, or 12 cm. in length are 
outlined, all the inner surface of the bone being 
utilized if necessary. When all the grafts are traced, 
the chisel follows these lines, penetrating into the 
bone. The chisel is inclined obliquely nearly parallel 
to the internal surface of the tibia and the osteo- 
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periosteal layer is removed exactly as a carpenter 
removes a wooden chip. When removed, the 
grafts resemble thick chips of wood. They are 
rolled up on their periosteal surfaces and are elastic 
enough to be bent, curved, or modelled according 
to the position in which it is desired to place them. 
They are placed in the wound where a bed has been 
prepared for them and are carried thereto on a 
sterile compress. 

In order to obtain good results certain rules must 
be followed: The graft must be in contact with 
living tissue; all scar tissue should therefore be 
removed. Antiseptics must not be used. There 
should be no dead spaces where blood might 
accumulate and form a hematoma which is a fertile 
source of infection. Hamorrhage must be as com- 
plete as possible. The grafts should be covered 
with a thick layer of tissue well sutured with catgut. 
A retention apparatus is necessary. 

Delageniére describes his technique as modified 
for cranioplasties and for cases of pseudarthrosis of 
the mandible with loss of bone, pseudarthrosis with 
loss of substance in long bones, bony cavities, 
defects of the bones of the face, and other conditions. 
He details the results of a series of 118 cases. He 
has performed 272 operations with very good results. 

Parie Lew, M.D. 


Hildebrand, O.: Arthritis Deformans of the Large 
Joints and Its Operative Treatment (Dic 
Arthritis deformans der grossen Gelenke und ihre 
operative Behandlung.) Berl. klin. Wcehnschr., 
1921, lviii, 469. 

Although it has not yet been found possible to 
overcome the etiological causes of arthritis deformans, 
there has been decided progress in the lessening of the 
pain and the removal of the resulting disabilities. 
For this there are two operative methods, resection 
and remodelling. Hildebrand has had a large number 
of good results from both. The choice of the pro- 
cedure to be employed depends upon the particular 
joint involved, its action capacity, the degree of 
evolution of the process, and the location of the ob- 
struction to movement. 

With resection the best results are obtained in the 
metatarsophalangeal and knee joints. In the hip 
joint the results are good if the head of the femur is 
sawed off close to the neck and the neck is shaped in 
such a manner that it is freed from bony growths, 
fits into the cavity, and finds good pelvic support. 
However, if the changes due to the disease are not 
too advanced the operative results obtained from re- 
modelling of the joint are much to be preferred. The 
joint motion is preserved and there is no shortening 
and no pain on movement. 

Hildebrand performed fifteen remodelling opera- 
tions on the hip and five on the knee joint with 
satisfactory results. After exposure of the joint, 
excrescences, fibrous cartilage, free bodies, capsular 
thickening, and other growths are removed, abnormal 
= are remodelled, and the joint is primarily 
closed. 
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After recovery, exercises are instituted. These must 
be conducted with caution and may require a long 
time. The permanent results differ because they 
depend a great deal upon the patient’s energy. 
However, in all of Hildebrand’s cases there was 
decided improvement which has continued for many 
years. Hildebrand has operated also with favorable 
results once on the shoulder and once on the elbow 
joint. Draunt (Z). 


MacAusland, W. R.: Mobilization of the Elbow by 
Free Fascia Transplantation; with Report of 
Thirty-One Cases. Surg., Gynec. & Obst., 1921, 
Xxxiil, 223. 

In 1914 the author reported before the Orthopedic 
Section of the American Medical Association four 
cases in which he gained mobility in ankylosed elbow 
joints by means of arthroplasty. In two of these 
he used the Murphy method, interposing pedun- 
culated flaps of fat and fascia, and in two he em- 
ployed free flaps of fascia lata. 

Ankylosis of the elbow results either from an 
infectious process or traumatism, the latter as a rule 
a fracture with wide separation. The large amount 
of callus which forms as a result of injury at first 
interferes with motion mechanically; ankylosis, 
which is usually fibrous in character, develops 
later. The process of infection may be chronic. 
The causative agencies are usually a streptococcus, 
pneumococcus, or the gonococcus. 

In the elbow joint the conditions are different from 
those in any of the larger joints. In the lower 
extremities stability is far more important than 
motion. Here, particularly in the knee, a firm 
painless joint in good position is far more useful than 
a weak joint continuously subject to strains and 
wrenches. In a shoulder ankylosed in an abducted 
position a useful degree of motion may be had 
through the resulting hypermobility of the scapula. 
A stiff wrist in a good position, i.e., hyperexten- 
sion, is serviceable. This joint does not lend itself 
readily to arthroplasty. In the elbow, no position 
of ankylosis is favorable to function and any position 
is ungainly. 

Many methods have been tried to obtain mobility 
in the elbow. Various non-absorbable materials 
have been employed. Murphy, in rgor, first used the 
fascia method on a knee joint. A large layer of 
fascia lata with a thin layer of muscle tissue attached 
was dissected from the outer surface of the vastus 
externus with its base below and anterior. A small 
flap of fascia covering the vastus internus was dis- 
sected free and placed between the patella and the 
femur. Murphy first mobilized the elbow by this 
method in 1904 in a case of ankylosing arthritis. A 
pyriform flap of deep fascia was dissected from the 
posterior surface of the triceps. This flap was 4% 
in. long by 2 in. wide at its upper end and received 
its blood supply from a broad pedicle which was 
left attached to the muscle and fascia below the level 
of the olecranon. After the bony parts had been 
remodeled the fascia was drawn down and turned 
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into the joint around the inner margin of the ole- 
cranon. The proximal portion of the flap covered 
the trochlea and lined the olecranon depression 
and lesser sigmoid cavity, while the distal portion 
covered the external condyle. Five months later, 
pronation and supination were about one-half nor- 
mal. Payr in 1914 reported a case about four years 
old which emphasizes the importance of removing 
the capsule, at least the synovialis, as well as the 
fibrous cartilage. 

Payr has never observed a secondary disiocation 
or a loose joint except in some of his first knee cases. 
He advises waiting at least six months if re-operation 
is necessary. He believes that if all indications 
are correct and the technique and after-treatment 
are good, a favorable result is to be expected in 
70 to 8o per cent of the cases. 

Steindler found in experiments on a small number 
of dogs that no adhesions were formed after scraping 
the cartilage covering either with the insertion of 
fascia or in controls. Pedunculated flaps of muscle 
fascia were transformed with a connective tissue 
pannus adherent to the denuded areas of the bone. 
The denuded areas showed lacunar re-formation of 
cartilage but no re-formation of bone. 

The author states that mobilization should not 
be attempted until epiphyseal growth has ceased. 
Before this, it is impossible to remove sufficient 
bone to secure good motion without grave danger 
of injuring the epiphyseal line; ankylosis is almost 
sure to result. When the joint has been the seat 
of an infectious process, arthroplasty should not be 
done until all signs of its activity have disappeared. 
The operation should not be deferred too long, 
however, as convalescence is lengthened when 
atrophy of the soft parts from disuse is marked. 
The exception to this rule is the tuberculous joint. 
In this condition the advisability of arthroplasty is 
very doubtful. If done at all, it should be performed 
very late, a number of years after all acute symptoms 
have subsided. Even then, there is danger of 
lighting up a quiescent process. 

In this article the author cites twenty-eight 
cases treated by arthroplasty of the elbow joint. He 
uses the following operative technique: 

The arm from the wrist to the shoulder and the 
leg on the same side from the hip to the knee are 
given a two-day preparation. At the time of the 
operation a tourniquet is applied to the upper third 
of the arm and iodine is applied to the skin. A 
semicircular incision is then made, beginning over 
the external condyle and running down about 2 in. 
and up over the internal condyle. The wound is 
sponged with alcohol and carefully clamped off to 
avoid handling the skin during the operation. The 
flap containing skin and superficial fascia is then 
dissected back to the base line and retracted. The 
ulnar nerve is isolated and dissected out: of its 
sheath. At times it is very difficult to find this 
nerve but it is always to be sought at the inner side 
of the internal condyle. It is dissected out carefully 
with a blunt dissector so as not to break or injure 
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it. After it has been freed for 114 in. gauze is passed 
beneath it and it is retracted to the ulnar side. It is 
then freed further by blunt dissection and gauze. 

A transverse incision is then made extending down 
through the periosteum and following in direction 
the superficial one, outlining a flap which is to 
be dissected back and preserved in toto to cover 
the joint. The pulling back of this flap is a difficult 
and tedious process but when well started it can 
be effected readily by blunt dissection. The chief 
difficulty is experienced on the inner side as here 
the layer is thin and there is danger of penetrating 
it. The olecranon having been sawed through, it is 
frequently possible to break open the old joint. 
In some cases, however, the ankylosis is bony and 
the joint must be sawed through. The tip of the 
olecranon is chiseled out and dissected back with 
its posterior flap. 

The capsule, fascia, and ligaments are then 
dissected back so as to allow the lower end of the 
humerus to protrude into the wound when its edges 
are snipped off with rougeur forceps and a new 
trochlear or intracondylar surface is formed. A 
shoemaker’s rasp is used in filing the extremity 
as near like the end of the normal humerus as pos- 
sible. After this modelling, a piece is removed 
corresponding to the olecranon fossa in the normal 
humerus. Care is necessary in making this cup as 
the success of the operation depends largely upon 
attention to such details. The modeling is done 
largely with a saw and file. 

To insure good function the joint surface must 
fit accurately before the fascia is applied, but the 
joint must not be too loose. Only sufficient bone 
should be removed to give free function. If too 
much is removed a flail-joint will result, giving the 
operation no advantage over an excision. When the 
mortising is completed the fascial flap is dissected 
from the leg. An incision extending down to the 
fascia lata is made on the outer side of the thigh 
a little below the middle. After a flap of fascia 5 
to 7 in. long by 4 to 5 in. wide is dissected out, the 
wound is closed. 

The fascia, which is free from all fat, is placed 
about the newly fashioned humeral condyles and 
attached anteriorly to the capsule and posteriorly 
to the periosteum of the lower end of the shaft of the 
humerus with interrupted sutures of chromic catgut 
No. 2. Chromic catgut No. 2 is then wound twice 
loosely around the shaft just below the interrupted 
suture line. 

The forearm is placed in opposition to the con- 
dyles. Two drill holes are then made in the ole- 
cranon process and two others opposite them in the 
shaft of the ulna. Through these, kangaroo tendon 
is passed and tied. The inner layer is then sutured 
with chromic catgut No. 2 and the skin and fascia 
with plain catgut No. 2. Dry sterile dressings are 
applied and the arm put up in plaster beyond a 
right angle. 

If there is no evidence of infection following the 
operation the cast is left in place for a week. It is 























then split and the dressing changed. If there is a 
persistent temperature, a window is cut in the cast 
and the wound inspected. 

Passive motion is begun in about ten days if 
normal healing has taken place. After normal heal- 
ing, the arm is kept at about a right angle. After 
three weeks, gentle massage is applied. waking 
three or four times a week is begun in six weeks. 

The ultimate success in these cases depends very 
largely on the after-treatment. The patient should 
be kept under observation for a long period of time. 
Frequent X-ray examinations should be made to 
follow the bony changes in the joint. If motion 
begins to decrease, the arm should be manipulated 
under an anesthetic and the elbow put up in acute 
flexion. Occasionally motion becomes limited by 
exuberant growth of new bone. A secondary oper- 
ation is then necessary to remove the obstruction, 
but should not be undertaken for at least three 
months after the first operation. 

S. C. WoLDENBERG, M.D. 


Von Dittrich, K.: Flail Joint of the Elbow with 
Extensive Bone Defect and the Goetze Opera- 
tive Treatment (Schlottergelenke des Ellbogens 
mit grossem Knochendefekt und ihre operative 
Behandlung nach der von Goetze angegebenen 
Methode). Deutsche Ztschr. f. Chir., 1921, clxiv, 315. 


The Goetze method of treating flail joint of the 
elbow is recognized as the simplest and most 
efficient procedure when there is a considerable 
bone defect. Separation of the lower arm extensors 
and flexors and of the skin is effective. After a 
short time the free working muscles become so 
strengthened that thoroughly satisfactory function 
of the joint is obtained by the use of the Goetze 
apparatus. Besides three flail joints of the elbow, 
one of the wrist was operated on in a similar manner. 
By the use of a complicated supporting apparatus, 
flexion and extension as well as pronation and 
supination were made possible. Bonn (Z). 


Kaufmann, C.: The Technique of Tendon Suture 
in the Hand and Finger (Die Technik der 
Sehnennaht der Hand und Finger). Schweiz. med. 
Wehnschr., 1921, li, 601. 


The author agrees in general with the view of 
Dubs that as a rule the results of tendon suture are 
only fair. He classes as worthless half of the primary 
sutures of extensor tendons, nine-tenths of the pri- 
mary sutures of flexor tendons, three-fourths of the 
secondary sutures of extensor tendons, and all secon- 
dary sutures of flexor tendons. He attributes these 
poor results to lack of skill and improper methods 
and after-treatment. 

Kaufmann himself obtains very good results. He 
makes the suture always according to the Woelffler 
method, using a single suture. On the fingers one 
should make only transverse cutaneous incisions un- 
less it is necessary to widen them by a long incision 
along the side of the finger. The tendon sheath should 
not be opened any further than necessary. Ifa tendon 
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has retracted considerably it is advisable to search for 
its end through a new incision and then draw it 
down through the sheath. The skin suture should 
not come in the same region as the tendon suture. 
Extension dressings are of special importance. These 
should remain in position for at least two and one- 
half weeks. 

Many of the unfavorable results following primary 
healing of the wound are due to too early traction on 
the tendon. In extensor tendons the main hindrance 
to good function is adhesion to the skin. If a tendon 
suture does not hold, the tendon sheath generally 
becomes obliterated as far as the tendon end, disap- 
pears in the scar tissues, or becomes a solid band. 

The author gives a few illustrative histories. In 
conclusion he states that tendon suture should be 
attempted only by skilled surgeons. 

Von TAPPEINER (Z). 


Smith-Petersen, M. N.: Arthrodesis of the Sacro- 
Iliac Joint: A New Method of Approach. 
J. Orthop. Surg., 1921, iii, 400. 


The author states that up to the present time opera- 
tive treatment on the sacro-iliac joint has been de- 
cidedly unsatisfactory. This is due to the fact that 
the joint is deeply located in a region which excludes 
any approach from anterior and superior aspects. Of 
the two remaining approaches, the posterior and the 
lateral, the former offers many difficulties. The 
lateral approach seems to be the most logical and yet 
in the literature there is no article or reference de- 
scribing or recommending this route. 

During the last three years a lateral method of 
approach has been used in a number of cases with 
great satisfaction as regards both the actual operative 
procedure and the results obtained. This method, 
the subperiosteal approach, is described as follows: 

1. A curved incision is made from the posterior 
superior spine along the crest of the ilium two-thirds 
of the distance to the anterior superior spine. This 
incision having been carried down to the bone, the 
reflection of the periosteum is begun. 

2. An incision is made from the posterior superior 
spine in the direction of the fibers of the gluteus 
maximus for a distance of 3 or 4 in. This incision is 
carried down through the subcutaneous fat and gluteal 
fascia and the muscle fibers of the gluteus maximus 
are separated by blunt dissection until the juncture 
of the ilium and sacrum between the posterior supe- 
rior and posterior inferior spines is reached. The 
superior gluteal nerve and artery must be sacrificed 
in the dissection in order to obtain a satisfactory 
reflection. 

3. The flap thus outlined is reflected subperiosteally 
to expose the posterior portion of the lateral surface 
of the ilium. 

4. A window is cut through the ilium within the 
projected area of the joint, the inferior border of 
which corresponds to the sacro-iliac notch and the 
anterior border to the median gluteal line. The 
window may be rectangular in shape. The removal 
of the window offers a splendid view of the cartilagin- 
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ous joint surface of the sacrum. The cartilage is next 
removed with the cortex, bringing about good ex- 
posure of cancellous bone. 

5. The cartilage and cortex are removed from the 
excised bone and the latter is replaced in its original 
site so that its cancellous surface will be in contact 
with the cancellous bone of the sacrum. 

6. The flap is returned to its place and the peri- 
osteum and soft parts are sutured in layers. 

The position of the window should be varied ac- 
cording to the requirements of the particular case. In 
purulent infections the window is cut in a direction 
parallel to the sacro-sciatic notch; in cases of tuber- 
culosis it is cut at an angle. 

The author has used this method in seven cases of 
tuberculosis of the sacro-iliac joint and six cases of 
relaxation of the sacro-iliac joint with uniformly suc- 
cessful results. LioneEt D. Prince, M.D. 


(Zur 
med. 


Treatment of Genu Varum 
Muenchen. 


Schanz, A.: 
Behandlung des Genu varum). 
Wehnschr., 1921, lxviii, 776. 


Schanz distinguishes two forms of genu varum 
in adults, one with a rather localized bend between 
the head and shaft of the tibia and the other a 
more marked form in which there is a general 
bending out of the entire leg. In the first type an 
osteotomy on the medial side of the tibia suffices 
if the fibula is left intact. To prevent injury to the 
knee joint by abnormal pressure and traction, a 
nail or rod is driven into the head of the tibia and 
the free projecting end is used as a point of traction 
for the plaster of Paris dressing. After ten to 
fourteen days the nail is removed. 

In the second form two or three osteotomies on 
the extension table are necessary in each leg, 
first in the middle of the femur. Beforehand a nail 
of non-rusting steel is screwed into the cortex of 
the bone both above and below the osteotomy to be 
used as a traction and fixation point in the applica- 
tion of the plaster cast. After about fourteen days 
the screws are removed. In the third week, the 
second osteotomy is performed as a rule below the 
head of the tibia. In severe cases a third osteotomy 
is done at the juncture of the middle and lower 
thirds of the tibia. The proper relation between 
the two legs is maintained by binding them to- 
gether in a cast, the “mummy cast.” If the fibula 
is not bent it has a tendency to cause a recurrence 
of the deformity because of its elasticity, especially 
if the tibial osteotomy was done near the ankle. 

GRASHEY (Z). 


Pascalis, G.: The Evolution of Knee Resection 
(Note sur l’évolution de la resection du genou). 
Presse méd., Par., 1921, xxix, 681. 


The author has had the opportunity to examine a 
very large number of patients who had undergone a 
knee resection. In some of the cases there was non- 
union, and in a great many a faulty attitude. The 
defect of non-union Pascalis believes is due to operat- 
ing upon the patient when he is not in a good general 
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condition or to a fault in the operative technique, the 
bony contact being poor because of defective section 
or faulty immobilization which permits the formation 
of a secondary fibrous deposit between the bone 
surfaces. In many such cases a secondary operation 
is successful. Faulty attitude following knee resec- 
tion is to be traced to overriding of the fragments at 
the time of fixation by a retention apparatus and to 
the action of the muscles. 

Correct section and consolidation of the fragments 
are essential. Because of the preponderating action 
of the biceps in displacing the tibia, it seems legitimate 
to section its lower tendons. 

The author draws attention to the necessity of 
using a second immobilizing apparatus after the first 
plaster cast has been removed. For this new casing 
he prefers silicate of potash to plaster of Paris. The 
silicate is elastic, may be used to give support in walk- 
ing, and takes the place of celluloid. In addition to 
being easily removable, it allows massage of the 
limbs, baths, and exposure to the air. The author is 
now studying the details of an apparatus which will 
permit the patient to walk early and will leave the 
injured limb exposed to the air. W. A. BRENNAN. 


Gaudlitz, G.: A New Modification of Exarticula- 
tion Below the Astragalus: Malgaigne (Ueber 
eine neue Modifikation der Exarticulatio sub talo: 
Malgaigne). Deutsche Ztschr. f.Chir., 1921, clxiii, 284. 


Gaudlitz prefers the Malgaigne operation to that 
of Pirogoff and Squel because it gives a longer 
stump, an elastic step, and uses sole-skin as a cover- 
ing for the stump. Its disadvantages are the patho- 
logic plantar flexion of the talus, which may cause 
difficulties. This may be avoided, however, by 
following Koelliker’s suggestion to leave the 
scaphoid bone attached to the talus. The head of 
the talus then remains in its physiological position 
and a stump of greater carrying surface and greater 
elasticity is obtained. In this operation the skin 
flap must be made sufficiently large and care must 
be taken not to injure the talo-navicular joint. 

STAMMLER (Z). 


ORTHOPEDICS IN GENERAL 


Jones, R.: Manipulation of Stiff Joints. 
Surg., 1921, iii, 735. 


J. Orthop. 


If a painful joint is rigid in all directions, arthritis 
is present, but if it is rigid only in certain directions 
it is free from arthritis if its movement in the other 
directions is normal. 

Intra-articular adhesions may be due to rupture 
of the joint capsule, hemorrhage, or plication of the 
synovial membrane with adhesion. 


THE PREVENTION OF ADHESIONS 
Following direct injury to a joint which does not 
cause fracture, movement should be begun immedi- 
ately after the cessation of the acute symptoms, i. e., 
when the swelling and tension pain have disappeared. 
In children passive movements may be begun before 
active movements in each anatomical direction. 














BREAKING DOWN OF ADHESIONS 

Light adhesions may be broken down under gas, 
or gas and oxygen anesthesia. Complete anesthesia 
to obtain complete relaxation of the muscle is neces- 
sary if the adhesions are strong and resistant. The 
joints should be moved through the full anatomical 
range. If firm and resisting, the movements should 
be less complete, and full mobility should be secured 
by stages. The limb should then be held in the posi- 
tion of full correction until the patient is able to make 
a voluntary effort. Movements should be begun as 
soon after manipulation as possible, depending upon 
the severity of treatment and the reaction. The cor- 
responding limb should be used as a guide to deter- 
mine the range of motion. If the range of motion is 
diminished after manipulation the after-treatment 
has been defective or the manipulation ill-advised. 

A fracture present near a joint should be adequately 
protected from strain by means of closely applied 
splints before manipulation is begun. The presence 
of effusion in a joint after manipulation is strongly 
suggestive of the rupture of intra-articular adhesions, 
but this has no ill-effects unless the effusion is accom- 
panied or followed by a decrease in the range of move- 
ment. In such case the joint requires rest. The rup- 
ture of typical adhesions is audible and may be felt 
under the hand, but if the resistance is overcome by 
gradual stretching the prognosis is not so favorable. 
The joint should be kept in its new and corrected posi- 
tion at rest for a few days and gentle passive move- 
ments then begun. Pain which is sharp and of short 
duration is negligible, but if it continues, increased 
stiffness is apt to follow and rest is necessary. 


FORCED MANIPULATION 

The shoulder. In forcible manipulation of the 
shoulder the patient lies on his back and the assistant 
places his fist in the axilla to protect the head of the 
humerus from displacement or fracture. After fixa- 
tion of the shoulder girdle the arm is abducted to a 
right angle and the patient’s hand then placed behind 
his head with the joint pressed backward. The shoul- 
der is then rotated inward with the forearm placed 
behind the back and the forearms are brought for- 
ward fully extended and supinated. Next, the shoul- 
der is circumducted with the palm of the hand behind 
the occiput. In this position the patient should 
awaken. 

Subacute arthritis of the shoulder is usually due to 
stubbing of the joint and, particularly in old persons, 
is often associated with Colles’ fracture. The symp- 
toms are rigidity in all directions, pain on pressure 
over the joint just external to the coracoid, and in- 
ability to lie upon the shoulder. 

The elbow. In cases of light adhesions not associated 
with joint injury complete flexion and extension with 
the forearm first in complete pronation and then in 
supination are all that is necessary. To break down 
firm adhesions with marked limitation of motion in 
cases of usually old fractures, first extend in supina- 
tion and then flex to the safety point, fixing the arm 
by means of a sling for a few days. Then fix the 
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forearm in extension for two days. Active and gentle 
passive movement should then be attempted. 

If an elbow joint becomes more stiff and painless 
during passive movements, traumatic myositis 
ossificans associated with a fracture or dislocation 
should be suspected, and the coronoid process may 
be torn away. 

Wrist. The wrist should be dorsiflexed, palmar 
flexed, and moved laterally. This should be followed 
by circumduction and immediate active movements. 
If dorsiflexion has been difficult the hand may be 
fixed in this position for a few days. For limited and 
rigid palmar flexion the hand should be fixed in a 
corrected position for twenty-four hours and active 
movements then begun. Adhesions of the midcarpal 
and postcarpal joints following fracture or disloca- 
tion should be manipulated as soon as possible to 
secure free mobility of the wrist. If motion is limited 
after an attempt to reduce a fracture or displacement 
of the scaphoid or semilunar, the bone should be 
removed. A good result may be expected. Delay 
causes impairment of function in the wrist. In 
manipulating the fingers, the wrist should be dorsi- 
flexed and extension should always be employed 
during adduction and abduction. The fingers should 
be slightly bent for rotation. 

Hip. Manipulation of the hip joint for pain and 
stiffness associated with mon-articular hypertrophic 
osteoarthritis gives relief lasting for two or three 
years. The full range of motion should never be 
attempted. With the patient on his back, the limbs 
should be fully extended, then rotated inward and 
outward, and then crossed in adduction. This should 
be followed by flexion of the knees to a right anglé and 
abduction of the thighs. Full flexion at the hips 
should be followed by abduction, rotation, and cir- 
cumduction. 

Knee. Cases of adhesions about the insertions of 
the ligamentum patelle are characterized by a few 
degrees of motion from full extension, swelling about 
the lower parts of the ligament, and slight oedema. 
Rapid manipulation is followed by complete recovery. 

Injury to the internal lateral ligament is followed by 
pain and limitation to complete extension. Function 
of the joint is restored by manipulation and immedi- 
ate exercise. 

Adhesions between the internal lateral ligament or 
capsule and the internal meniscus or coronary liga- 
ments due to injury cause slight pain on walking, 
especially over rough ground, and on pressure over 
the ligament. Manipulation with the knee flexed to 
go degrees and rotated inward and outward is at 
once beneficial. 

A knee with fixed patella or with quadriceps ad- 
herent to the femur should never be flexed. If ad- 
hesions are firm, turn the patient on his face so that 
the front of the thigh rests on the table and the joint 
may be flexed and rotated with both hands. 

Foot. In cases of pain over the dorsum of the foot 
and along the plantar fascia, or on passive manipula- 
tion, cure is obtained by breaking down the adhesions 
under anesthesia. Rupotrs S. Retcu, M.D. 














The Treatment of Scoliosis (Le traite- 
Rev. d’orthop., 1921, 3 Ss. viii, 


Estor, E.: 
ment de la scoliose). 
379. 

Estor states that in the last Orthopedic Congress 
the reports on scoliosis indicated that Abbott’s 
method has not given the expected results. Estor 
remains convinced of the superiority of the method 
proposed by him in 1919, viz., accentuated flexion 
of the trunk on the lower limbs around an axis 
passing through the two coxa-femoral articulations; 
slight flexion of the vertebral column; detorsion. 
In nine cases of dorsal scoliosis with the convexity 
toward the right side which were treated according 
to this method complete correction was obtained 
in four. The deviations ranged from 114 to 3 cm. 
and were corrected in from two months to a year. 
Five patients were benefited, the flexion being 
considerably reduced. There was no case in which 
some correction was not obtained. 

Estor disagrees with Abbott’s contention that the 
plaster corset should be fenestrated. To assure 
fixation of the thorax and yet leave sufficient space 
for respiratory movement, Estor places several 
layers of felt to the thickness of 5 cm. between the 
surface of the chest and the plaster. The elasticity 
of the felt allows respiratory movements and pre- 
serves the solidity of the cast. 

Estor’s method acts only on dorsal curvature, 
having no effect on compensatory lumbar curvature. 

W. A. BRENNAN. 


Vallette, A.: A Case of Vertebral Lymphogranu- 
loma with Paralysis of the Upper Cervical 
Roots and Localized Adenopathy (Un cas de 
lymphogranulome vertébral avec paralysie radicu- 
laire cervicale supérieure et adénopathie localisée). 
Rev. méd. dela Suisse Rom., 1921, xli, 456. 


The patient was a woman 58 years of age who 
sought treatment on account of persistent epistaxis. 
Examination disclosed enlarged glands in the sub- 
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Cushing, H.: 
Surgery After Another Interval. 
M. Soc., 1921, xi, 337. 

The author states that what had sufficed as surgical 
technique for other organs and tissue was found to be 
disastrous when applied to the surgery of the nervous 
system. 

A decompression over relatively “silent” portions 
of the brain is now done only in the temporal and 
suboccipital regions where muscle closure over the 
area can be made. Changes in the optic nerve head 
observable by means of the opthalmoscope are due 
much more often to an increase in the tension of the 
cerebrospinal fluid or direct pressure exerted on the 
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clavicular fossa and a pelvic tumor which proved to 
be a uterine fibromyoma. A diagnosis of tuberculous 
adenitis did not seem justified. The blood picture 
was characteristic of lymphogranuloma, showing 
a moderate secondary anemia, a marked decrease in 
the lymphocytes, and an increase of polynuclear 
neutrophiles and large mononuclears. The eosino- 
philes amounted to only 2 per cent. Histologic 
examination of an excised cervical gland led to a 
diagnosis of lymphogranuloma. The patient was 
given radiotherapy. 

Subsequently paralysis of the right upper limb 
developed which prevented elevation of the shoulder 
and flexion of the forearm. Further clinical and 
X-ray examinations revealed a lesion in the vicinity 
of the fifth cervical vertebra. Fever, tachycardia, 
and rapid respiration developed and the patient died. 

At autopsy the anatomical findings were: lym- 
phogranuloma of the glands of the neck with in- 
duration of the mediastinal tissue; cavitary spon- 
dylitis of the fifth cervical vertebra which affected 
the roots; beginning meningitis with slight internal 
hydrocephalus; goiter; slight dilatation of the heart; 
hyperemia and cedema of the lungs; a small white 
area in the left kidney; and large myomata of the 
uterus. Histologic examination of the cervical 
glands verified the findings made in the excised 
specimen. Macroscopic examination showed a 
tortuous cavity which traversed the fifth vertebral 
body and contained sequestra. The lower part of the 
vertebra especially was destroyed and this destruc- 
tion involved the intervertebral disc. Posteriorly, 
the lymphogranulomatous proliferation extended 
beyond the vertebra, and on the external surface 
of the dura mater was a thick layer with a typically 
lymphogranulomatous structure. The roots of the 
fifth nerve showed atrophy of the fibers.. 

The author states that lymphogranuloma is un- 
usual in persons over 35 years of age. 

W. A. BRENNAN. 


NERVOUS SYSTEM 


nerve by tumors in the region of the chiasm than to 
any other cause. 

In Cushing’s opinion, the subtemporal and the sub- 
occipital operations are, in the long run, the two most 
useful procedures in cranio-cerebral surgery. They 
have not yet been perfected, however, and there are 
right and wrong ways of performing them. The 
subtemporal decompression Cushing places first. It 
is employed not only as a temporizing measure in the 
presence of a localizable lesion, but is found of value 
in all unlocalizable cerebral tumors. An obstructive 
hydrocephalus can be determined by puncture of the 
temporal horn of the lateral ventricle through the 
subtemporal decompression opening. 






















The routine operation of second importance is the 
combined osteoplastic exploratory and decompression 
operation. 

With the bone flap so placed that its base is in the 
temporal region, the squamous wing of the tem- 
poral bone may be rongeured away after the flap is re- 
flected. 

The old two-stage operations are called for less and 
less frequently. Whenever possible, an operation 
should be completed at one session. 

The third procedure, the typical cerebellar ex- 
posure, is a still more difficult operation and neces- 
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sitates elaborate preparations and skillful teamwork 
if along series of these measures is to be carried 


through with a minimal mortality. It is a two-hour 
operation at best, and in some cases it may require 
an extra hour or two. There is no field of surgery in 
which fastidiousness is more essential to success. A 
surgeon would be foolhardy and negligent of his 
patient’s welfare to venture upon a succession of 
these more arduous and uncertain operations in a 
single morning. 
Detailed pre-operative study is essential. 
Cart R. STEINKE, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Melnikoff, A. W.: Fatal Contusion Caused by 
Artillery Projectiles. (Zur Frage der toedlichen 
Kontusion durch Artilleriegeschoss). Nautschnaja 
Medyzina, 1920, vi, 518. 


In the first two years of the war there passed 
through the chief dressing station of the four regi- 
ments of the N-Division and the Artillery Brigade 
2,023 men suffering from contusions, 7 per cent of 
all those with wounds and contusions. Of those 
with contusions, eleven died. In the same period 834 
men with contusions passed through the First Hos- 
pital, three of whom died. This article is based on 
these three cases. 

When they were brought to the hospital, within 
twelve hours of the injury, two of these patients were 
unconscious and without a pulse in the peripheral 
arteries. Death occurred two and five hours later. 
The third patient was received in a grave condition 
with loss of hearing, nearly complete loss of the power 
of speech, hemoptysis, no pulse perceptible, and a 
temperature of 35 degrees C. Death occurred dur- 
ing the night. Signs of external injury were absent 
in all three cases. The findings at autopsy, performed 
twenty-four hours after death, were as follows: 

Case 1. Interior of skull, no changes. Both lungs 
bloody, many small hemorrhages under the pleura. 
In the upper lobe of the right lung, a tear in the lung 
tissue which was 6 cm. long and extended nearly to 
the apex of the lung. In the left lung, a small tear 
with extravasation of blood into the pleura. In 
the spleen, six diagonal tears extending to the hilus. 

Case 2. Slight extravasation of blood into the 
mediastinum. The lungs hyperemic. Slight tears 
in the lungs and pleura. In the abdominal cavity 
fluid of a dirty yellow color. At the base of the 
cecum a large lacerated wound. Above this, a 
second wound and five partly lacerated wounds, all 
on the posterolateral surface of the caecum. 

Case 3. In the brain, no visible changes. In the 
left side, small tears in the pleura and adjacent lung 
tissue. In the right lung small tears in the paren- 
chyma. In the right pleura a large extravasation of 
blood, about 134 cm. long. 





In all three cases injury to the lung tissue with con- 
siderable extravasation of blood into the pleural 
cavity was proved. In the second case there were 
external tears of the cecum. In no case were changes 
in the brain demonstrated; if such were present, they 
must have been of molecular character. 

The author considers also the literature of the sub- 
ject. There are four possible causes of contusions: 
(1) physical, (2) mechanical, (3) chemical, and (4) 
psychic. The first three produce physical changes in 
the tissues, and the fourth, purely functional dis- 
turbances of the nervous system. The physical 
causes are determined by: (1) the movement of the 
air, the condensed current of which causes injury by 
a heavy blow; (2) the change of barometric pressure, 
and (3) tone-phenomena, which affect the hearing. 
The blow exerted by the condensed current of air 
may be equal to a blow with a hard object (Segaloff, 
Schumkoff). The mechanical cause is most often 
determined by the fall of the injured person to the 
ground or against some hard object. The chemical 
cause comes into play upon the bursting of the artillery 
projectile, particularly if it contains poisonous gas. 
For fatal contusion the physical and mechanical 
causes are chiefly responsible. 

The pathogenesis in the author’s cases is referable 
to the cause. With regard to Case 1, it is to be as- 
sumed that the air current struck the soldier on the 
left; hence the severe injuries of the left side. The 
mechanism of the lung injuries is explainable as fol- 
lows: ‘The condensed air wave compressed the 
thorax. At the same time the air pressure was 
markedly raised and this led to expansion of the lungs. 
The lung was finally both inflated and compressed, 
conditions which favored tearing of the tissues. 

The mechanism of subcutaneous injury of the 
abdominal organs is also considered. In Case 2 
the extensive injury to the cecum is interesting. The 
fixed cecum showed tears starting from its insertion 
and running toward the sides, similar to the tears in 
the spleen in Case 1. An isolated injury of the 
cecum is extremely rare; Petry saw only seven such 
injuries among 108 intestinal wounds. In Case 3, 
the injury to the lung was slight, but the effusion of 
blood was large (11% liters). This is to be explained 
by the fact that the patient survived longer. 
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In all these cases there were injuries to the lungs. 
In contusions the lungs are exposed to trauma by 
reason of their numerous small blood vessels which 
tear easily. The adhesions which are often present 
between pleura and lung also play a réle. The follow- 
ing conclusions are drawn: 

1. In contusions from artillery projectiles it is 
possible for severe, even fatal injuries of the internal 
organs to be present when there are no external in- 
juries. 

2. The most severe organic injuries in fatal con- 
tusions are found in the lungs. 

3. In the fatal contusion from an artillery pro- 
jectile, the contusion from the air and the contusion 
from falling, i. e., the physical and mechanical causes, 
come into consideration. 

4. The great number of sufferers from contusions 
in the recent war is explained by the extreme intensity 
of the artillery fire of the warring powers. 

ScHAAK (Z). 


Symmers, D., and Vance, B. M.: Epitheliomata of 
Thymic Origin. Arch. Int. Med., 1921, xxviii, 
239. 

The histogenesis of the thymus is still a subject 
of debate. Most investigators are agreed that the 
reticulum and Hassall’s corpuscles are epithelial in 
origin. However, the derivation of the small cells 
has not been determined. Some investigators are 
of the opinion that early in the process of develop- 
ment the thymus becomes invaded by mesenchymal 
elements which differentiate into lymphocytes and 
that these accumulate in such numbers as to give 
to the organ the appearance of a lymphoid struc- 
ture. Other investigators do not share this belief 
but regard these mesenchymal elements as epi- 
thelial. 

The authors state that from the clinical standpoint 
tumors of the thymic parenchyma, both epithelial 
and lymphocytic, present certain features of practi- 
cal interest. First, the lymphocytic tumors out- 
number the epithelial by a considerable margin. 
Second, there are considerable variations in the 
matter of physical signs. Certain tumors of the 
thymic parenchyma give rise to noteworthy signs 
of pressure. These growths represent a minority, 
it is true, but that they exist is shown by the com- 
plete absence of pressure effects in some cases, and 
by the presence of a comparatively trivial com- 
plaint, namely, pain on swallowing. Others grow 
expansively in the upper thorax and are attended 
by marked signs of pressure, cough, expectoration, 
and dyspneea, particularly on the right side of the 
chest anteriorly and the corresponding arm, due 
to interference with the circulation in the innominate 
and subclavian veins, hydrothorax, and ascites. 
A subdivision of this group is represented by those 
thymic lymphosarcomata which grow expansively 
for a period of months or years and suddenly ter- 
minate life with the picture of acute leukemia, the 
tumor pouring lymphocytes into the circulation 
abruptly and in large numbers. Generally these 
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growths are attended by pressure symptoms. In 
one case, however, clinical disturbances were of only 
three weeks’ duration although the intrathoracic 
tumor was of enormous size and must have been 
present for a much longer period than that suggested 
by the clinical history. Belonging to this group also 
are those thymic lymphosarcomata which exhibit 
an extraordinary tendency to bring about symmetri- 
cal and diffuse lymphocytic infiltration and massive 
enlargement of the kidneys without, however, 
producing other than slight disturbances of the 
renal function. These tumors are usually attended 
by symptoms of intrathoracic pressure, although in 
some cases of thymic lymphosarcomata clinical 
symptoms were present for only two or three weeks 
and the primary tumors were found at autopsy 
to be of such large size that their origin must have 
antedated the onset of the symptoms by many 
months. 

From these facts it is apparent that primary 
thymic tumors, whether of the lymphocytic or 
epithelial type, are inconstant in producing signs 
of intrathoracic pressure, and primary tumors of 
the thymus may give rise to comparatively mild 
signs of intrathoracic compression, but by metas- 
tasis may produce marked destruction in adjacent 
extrathoracic tissues. 

From the standpoint of malignancy it is impor- 
tant to observe that the lymphosarcomata and 
epitheliomata of the thymus gland do not differ 
essentially from tumors of the same sort occurring 
in other parts of the body. 

The epitheliomata of the skin and mucocutaneous 
junctions commonly exhibit a tendency to remain 
localized—that is to say, to infiltrate neighboring 
tissues rather than to metastasize to distant parts. 
That they do at times become widely disseminated 
is not, of course, to be denied, but in these circum- 
stances metastasis is apt to occur as a late event. 

These facts are of moment as applied to the lym- 
phosarcomata and epitheliomata of the thymus 
gland, the knowledge of which is based exclusively 
on evidence obtained from the completion of neo- 
plasmic growth as revealed by examination of the 
body after death. 

In conclusion, the authors state that as attention 
becomes more and more focused on the early diag- 
nosis of tumors of the thymus gland, it is not too 
much to hope, perhaps, that at least some of these 
growths may be discovered before neighboring 
tissues have been irreparably damaged. The pre- 
ponderance of lymphoid growths of the thymus 
and the known effects of radiation on lymphocytic 
tissues suggest that the use of the roentgen ray 
might be beneficial in the treatment of tumors of 
this type. It is conceivable also that greater atten- 
tion to the interpretation of symptoms of pressure 
in the anterior mediastinum and the use of such 
diagnostic aids as the roentgen ray might some- 
times lead to the detection of thymic tumors suff- 
ciently early to permit their enucleation before they 
have progressed too far. Grorce E. Brettpy, M.D. 

















BLOOD AND LYMPH VESSELS 


Moller, P.: An Intracranial Aneurism of the Carot- 
id Artery (Ueber ein intrakraniales Aneurysma 
der Carotis). Hosp.-Tid., 1921, lxiv, 305. 

A 58-year-old woman noticed eight years previously 
slight drawing pains in and about the region of the 
left eye. Not long afterward her vision became 
affected, objects appearing blurred. The eyelid 
gradually began to droop. The pains became pro- 
gressively more severe and the eye immobile with its 
axis directed upward and nasalward. The patient had 
suffered for several years with shortness of breath on 
exertion and sometimes with marked swelling of 
the limbs. 

There was no pain in the precordium. Hissing or 
ringing sounds in the head were never noticed. For 
many years she had had gastric catarrh and marked 
constipation. Her family history was negative. Two 
days before she entered the hospital she experienced 
sudden severe pains radiating especially toward the 
brow, the left cheek, and the left ear. These were 
associated with vomiting and complete ptosis of the 
left eyelid. 

At the time of examination the patient was rather 
cyanotic. Her temperature was 100.4 degrees, and 
her pulse 80, slightly irregular but strong. The exit 
point of the left supra- and infra-orbital nerves was 
sensitive to pressure. The left eye, which was sur- 
rounded by marked hyperemia, was held shut. The 
conjunctiva was cyanotic, the tension was normal, 
the cornea was clear, and the pupils were equal, but 
the left pupil was reactionless. There was no pulsa- 
tion of the orbit. The ophthalmoscopic examination 
showed paralysis of all the eye muscles and marked 
decrease in vision. Nothing abnormal was noted 
in the eye background. Over the apex of the 
heart a systolic murmur was audible. The second 
pulmonic tone was accentuated. The urine showed 
albumin and casts. The Wassermann test was 
negative. 

The temperature rose rapidly to 103 degrees and, 
without the development of any new symptoms, death 
occurred suddenly the fourth day after the patient’s 
admission to the hospital. 

The postmortem examination revealed chronic 
fibrous endometritis, sclerosis of the aorta, pleurisy, 
fibrous peritonitis, a gastric cicatrix, cirrhosis of the 
liver, chronic nephritis, bilateral chronic salpingitis. 
Slight flattening of the gyri was noted but otherwise 
the brain was normal. Under the left temporal lobe 
a slight hemorrhage in the subarachnoid space was 
found. Close to the body of the sphenoid bone on the 
left side was an oval, very soft, dark red tumor, the 
size of a walnut, which extended inward and could be 
easily separated from the surface of the brain except 
on its posterior end where the dura and brain were 
penetrated by a clot as thick as the finger. This clot 
extended from the surface of the tumor to the tem- 
poral portion of the left ventricle. The right and left 
lateral ventricles as well as the third ventricle were 
filled with blood coagulum. The tumor reached to 
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the orbit, terminating at the upper orbital fissure 
adjacent to the optic nerve. The left cavernous sinus 
had disappeared. The third, fourth, fifth, and sixth 
cervical nerves were completely obliterated and could 
not be isolated. The gasserian ganglion was flattened 
almost beyond recognition. The tumor extended 
both proximally and distally into the internal carotid, 
it being a sacciform aneurism in the region of the 
cavernous sinus. 

The author states that an anatomical picture such 
as this is very rare, as has been indicated by the work 
of Moeller. According to Moeller, syphilis, arterio- 
sclerosis, and trauma must be considered in the 
etiology. In traumatic aneurisms there is practically 
always an arteriovenous communication. 

In the case reported by the author trauma could 
not be verified, but disease of the arteries was shown 
by sclerosis of the aorta and chronic nephritis. In- 
spection of the wall of the aneurismal sac revealed a 
diffuse, rather marked thickening, with occasional 
calcareous deposits in the intima, together with signs 
of mesarteritis and a considerable collection of lym- 
phocytes and polymorphonuclear leucocytes in the 
media. In view of the negative Wassermann test 
and the absence of other signs of syphilis, Moeller 
concludes from the findings in the arteries that the 
condition was caused by arteriosclerosis combined 
with high blood pressure due to nephritis. 

Beadle, who collected 555 cases of aneurism of the 
arteries of the brain, believes that the diagnosis of 
intracranial aneurisms during life is next to impossible. 
Wichern does not agree with him. The records of the 
clinical symptoms and anatomical findings are 
astonishingly faulty. In the entire medical literature 
there are few works which describe the condition 
correctly. 

The increasing monolateral oculomotor paresis in 
conjunction with a similar involvement of the troch- 
lear and abducens nerves, the possible involvement 
of the trigeminus, and the absence of sensory or motor 
disturbances in the extremities point to extra-cerebral 
involvement in the cranial fossa. The fact that the 
condition is unilateral, the absence of ‘nutritive 
symptoms,” and the bilateral involvement of vision 
speak against a tumor of the hypophysis. A dilated 
pupil is seldom noted in cases of aneurism. A syphi- 
litic basal meningitis is seldom to be considered as 
usually this process is diffuse. 

As an intracranial aneurism is dangerous to life, 
the treatment is of great importance. Medical treat- 
ment is without result.. On the other hand, the re- 
moval, or even the intracranial ligating, of the growth 
is almost impossible. Long-continued compression 
on the carotid (Seller, Eyser) seems to have no effect. 
Hence, only the extra-cranial ligation of the carotid 
remains. The assumption that such ligation causes 
the disappearance of the aneurism by stopping the 
circulation is incorrect but the formation of thrombi 
which finally lead to recovery by means of apposition 
and organization has been demonstrated. The liga- 
tion of the internal carotid is therefore entirely 
justified. SAXINGER (Z). 
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Walker, F. A.: The Collateral Routes of the Portal 
Vein (Zur Frage der Kollateralbahnen des Sys- 


tems der Vena Nautschnaje Medyzina, 


1920, iv. 


porta). 


The author states that sufficient study has not 
been given to the anatomy of the system of the portal 
vein. The known anatomical facts do not explain 
satisfactorily why the ligation of the portal vein, an 
entirely separate system, does not cause harm to 
the body in general. The collateral routes already 
known can replace the portal vein only at times and 
incompletely. Research has been directed almost 
exclusively to the collateral routes outside the liver, 
particularly the connections with the neighboring 
venous systems, the superior and inferior vene cave. 
Soppey alone mentions accessory portal veins of the 
liver. Even these collaterals, however, are insufficient. 
Hence the author’s research which concerns chiefly 
anastomoses of the “hepatopetalic” type, that is, 
those which connect the portal vein with the intra- 
hepatic branches. 

From the physiological standpoint these anasto- 
moses are of the greatest value, and their presence 
explains the cases of ligation of the portal vein which 
do not terminate fatally. Walker found these “hepa- 
topetalic” anastomoses eight times in 160 cadavers 
examined (5 per cent). In addition to these anas- 
tomoses there are those of the “hepatofugalic” 
type which are more rare, being found in only three 
of the 160 cadavers (2 per cent). Hence the incidence 
of clearly pronounced anastomoses is 7 per cent. Most 
frequently encountered was one particular variety 
of the venous anastomoses of the “hepatopetalic” 
type which was similar to that described by Soppey in 
1859, though on close examination the veins proved 
to be others not yet described. These veins are situ- 
ated near the portal vein, they are not connected with 
its walls, they open directly into the liver at some 
distance from the hilus, and they have a diameter of 
.o5 tor mm. Possibly they are of great importance 
in occlusion or ligation of the portal vein. The author 
proposes that the veins be named “vene porte 
accessoriz proprie” as they are able, when necessary, 
to take over the functions of the portal vein. Walker 
found them in six cadavers (4 per cent). In most 
cases they run a direct course. 

One of the venous anastomoses of the “hepato- 
fugalic” type, found by the author in one cadaver, 
is worthy of special mention. The vein ran from the 
portal vein posteriorly and toward the right to the 
posterior abdominal wall. At the adipose capsule of 
the right kidney it divided into small branches which 
anastomosed with the ramifications of the renal vein. 
This venous anastomosis was 0.75 mm. thick and 6 
cm. long. 

It is therefore evident that there are collaterals be- 
tween the portal system and the vena cava system, 
not only under pathological conditions, but also under 
normal conditions. In addition to these, the author 


discusses also other anastomoses which connect the 
venous systems of individual organs belonging to the 
portal system. 


The intestinal veins make a series of 
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curves from which branches are sent off to the in- 
testinal wall, forming a kind of loop. Two types can 
be distinguished in the vascularization of the intes- 
tine according to whether the branchings or the loops 
prevail: the “branch” and the “loop” type. The 
“loop” type is found more frequently (84 per cent). 
The type of vascularization of the intestine is of 
practical importance. The loop variety assures a 
better collateral blood supply in intestinal operations 
than the branch variety in which each branch vein 
represents an end vein. The venous system is weak- 
est and most incomplete at the bends of the intestine, 
i. e., at the angles of the duodenum, at the transition 
from the duodenum into the jejunum, and at the 
angle between the caecum and the ileum. 
SCHAACK (Z). 


Sistrunk, W. E.: The Kondoleon Operation for 
Elephantiasis; a Report of End-Results. South. 
M.J., 1921, xiv, 619. 

The author describes the Kondoleon operation for 
elephantiasis and discusses the late results obtained 
in patients operated on at the Mayo Clinic. An 
elliptical incision is made on one or both sides of the 
affected extremity for the removal of wide segments of 
skin and still wider sections of subcutaneous tissue 
and aponeurosis. If the leg is to be operated on, an 
elliptical incision is made on the outer side extending 
from the iliac crest to below the external malleolus. 
The knife is introduced parallel to the skin edge, 
separating the skin from the subcutaneous tissue for 
an inch or more. The skin is retracted to expose a 
wider area of tissue than the skin which is to be 
sacrificed. A wide quadrilateral strip of oedematous 
fat and aponeurosis is removed e# masse, exposing 
the muscle throughout the length of the incision. The 
superficial and deep lymphatics are thus allowed com- 
munication and the cedematous extremity is thereby 
drained. 

It is usually necessary to perform the same opera- 
tion also on the opposite side of the leg. This may be 
done at the same time or within ten days or two weeks. 
Rest in bed with elevation and firm bandaging of the 
limb for two or three weeks will simplify the opera- 
tion. Following this procedure the region will be- 
come much less cedematous, and especially much less 
vascular, thereby decreasing the shock of the opera- 
tion. One-sixth grain of morphine is given before the 
operation and a second similar dose as soon as the 
patient has awakened from the anesthetic. This 
also minimizes the shock of the operation. ; 

Thirty-one cases of elephantiasis and two cases 01 
lymphcedema are reported. The results on the whole 
were good. In many cases the extremity could be 
kept within normal limits by the persistent use ol 
bandages. Patients who were having repeated at- 
tacks of erysipelas have had no recurrences of these 
attacks. 

Before operation there should be a definite under- 
standing between the surgeon and the patient with 
regard to the fact that the operation is to be done for 
the purpose of controlling a disease which, if left alone, 














usually grows progressively worse, that a perfectly 
normal limb is not to be expected, and that it will 
be necessary for bandages to be worn following the 
operation. Secondary operations for the removal of 
portions of hypertrophied skin may be performed 
with the expectation of further improvement in the 
case of patients in whom considerable deformity 
remains after the first operation. 
G. D. Manon, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Guthrie, C. G.: Gland Puncture as a Diagnostic 
Measure. Bull. Johns Hopkins Hosp., 1921, 
XXxxii, 266. 


The author’s attention was first directed to the 
possibilities of gland puncture as a diagnostic measure 
through his study of a case of trypanosomiasis. The 
patient had contracted the infection three and one- 
half years earlier and had been under treatment 
which had caused an arrest of the disease but not a 
cure. When he came under the author’s observation 
the symptoms had returned but physical examination 
was negative except for a palpable spleen and general 
glandular enlargement. Repeated examinations 
of the blood and spinal fluid, both direct and after 
various methods of concentration, were negative for 
trypanosomes, and inoculation of susceptible animals 
with blood and spinal fluid failed to produce infection. 
Aspiration of an enlarged cervical gland with a 
syringe and small needle, however, yielded one or 
two drops of fluid in which one motile trypanosome 
was found. This finding was confirmed by the re- 
moval of a gland which was used for intraperitoneal 
inoculation of six white rats; all of the rats devel- 
oped trypanosomiasis from which they eventually 
died. 

Diagnosis by gland puncture is not a new method 
in trypanosomiasis, having been previously recom- 
mended by Grieg and Gray and used with success 
by various workers in the sleeping sickness regions of 
Africa. 

In selecting a gland for puncture three requirements 
are essential: 

1. The gland must be of a size sufficient to permit 
aspiration; tiny shot-like glands are not suitable for 
this purpose. 

2. The location of the gland should be such as to 
render firm fixation possible. 

3. Injury of important structures must be im- 
probable. 

By observing these points it has been possible in 
each instance to secure material from the gland and 
to avoid trauma of surrounding organs. 

Thus far, there has been an opportunity to apply 
this method of diagnosis in cases of syphilis, tuber- 
culosis, Hodgkin’s leukemia, acute and chronic 
lymphoid leukemia, acute and chronic myeloid 
leukemia, simple adenitis, and in one case each of 
trypanosomiasis and metastasis of malignant disease. 
A positive diagnosis based upon the recovery of the 
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etiological agent of the disease has been possible in a 
number of cases. 

The shortcomings of the author’s method are as 
follows: 

1. From a fibrotic gland very little cellular material 
may be recovered, sometimes not enough to establish 
a diagnosis. 

2. The cellular picture obtained is necessarily that 
from a very limited area of the gland, quite possibly 
not the area in which characteristic changes have 
occurred. A tuberculous gland, for instance, may 
show involvement in only one pole and none near the 
site of the puncture. 

3. The architecture of the gland is not shown as a 
rule, although occasionally a small bit of the gland is 
removed intact in the course of the puncture. The 
relation of the cellular elements. to the reticulum, the 
amount of connective tissue reaction, and the question 
of the invasiveness of the process in the gland are 
points on which information is rarely obtained from 
gland puncture. 

Although these three points serve to limit the value 
of the method as a diagnostic aid, the author points 
out that in the great majority of glands which he has 
punctured there has been no difficulty in securing 
adequate material for satisfactory preparations; 
the disease process was not localized but was general 
throughout the gland, and the cellular picture was 
sufficient to establish the diagnosis without a knowl- 
edge of the architecture of the gland. 

Guthrie therefore sets forth briefly the advantages 
of the method as follows: 

1. Rapidity. Not infrequently a definite diagnosis 
may be made in ten or fifteen minutes. 

2. Thin preparations like blood films are secured, 
suitable for the application of a blood stain or special 
stains for cells, bacteria, or protozoa, and permitting 
the use of an oil-immersion lens in their study. 

3. The procedure is practically painless—less 
painful than an ordinary venipuncture—and leaves 
no scar. 

4. It does not interfere with subsequent excision 
and histologic study of the gland. 

GeorcE E. Betray, M.D. 





Orlowski, W.: The Diagnosis of Abdominal Tumors 
(Diagnostik der Bauchtumoren). Przegl. lek., 1921, 
Ix, 49. 

The author is of the opinion that the usual meth- 
ods of inspection, palpation, and percussion practical- 
ly always lead to a correct diagnosis of the location of 
an abdominal tumor. The patient should be ex- 
amined not only in the dorsal position but also stand- 
ing, bent over, and in the knee-chest position, on 
expiration, and on deep inspiration. When the 
abdominal wall is tense, he should be examined also 
in a warm bath. 

It must be determined first whether the tumor is 
in the abdominal wall or the abdominal cavity. To 
discover the point of origin in the latter case the 
normal topographical position of the organ under 
consideration should be marked on the surface of the 
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body and compared with the position of the tumor. 
The author illustrates this procedure with drawings. 
One must not forget that organs may change from 
their normal position and cause a corresponding 
change in the position of the tumor, but this can be 
determined usually by the fact that the tumor can 
be pushed back to the normal position of the organ. 
This is not possible when the tumor is adherent to its 
surroundings or when the growth is a tumor of the 
omentum. 

Also of importance in the diagnosis is the direction 
in which the tumor grows. A complete syndrome is 
to be considered which depends on the mobility of the 
tumor in relation to respiration and position, its 
movability on’ palpation, its relation to the gastro- 
intestinal tract on inflation of these organs, and 
finally its form. 

The author goes somewhat into detail regarding 
the tumors of special organs, and includes in his 
article a drawing which shows the pesition of neo- 
plasms in relation to the stomach and the large 
intestine. 

The methods discussed must be supplemented by a 
study of the X-ray picture and the entire clinical 
syndrome. Jurasz (Z). 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Ecker, E. E., and Goldblatt, H.: Thyroidectomy 
and Parathyroidectomy with Relation to the 
Development of Immune Substances. J. 
Exper. M., 1921, XXxiv, 275. 

The authors state that their investigation of the 
literature disclosed the unsettled state of the prob- 
lem of thyroidectomy and parathyroidectomy with 
relation to the development of immune substances. 
The reports have been concerned particularly with 
the site of antibody production. Removal of 
important organs, preceded and followed by an 
investigation of natural or acquired antibodies of 
various kinds, has been resorted to by numerous 
investigators in the hope of finding one organ in the 
body which has an undoubted relation to the devel- 
opment of immune bodies, or of proving that no 
particular organ is responsible, the phenomenon 
being entirely humoral. 

Gates performed partial adrenalectomy and stud- 
ied the development of anti-hen hemolysin. The 
results were negative. Hektoen excised the spleen 
and pancreas and portions of the liver and intestinal 
tract. Splenectomy caused a diminution in the 
development of immune substances but the other 
procedures had no definite effect. Although thy- 
roidectomy has been performed by a number of 
investigators on various animals, the dog, fox, 
chicken, horse, and rabbit, the relation of the thy- 
roid gland to the development of immune bodies 
remains an unsettled question because the results 
were conflicting. The relation of the parathyroids 


in particular to the production of immune _ sub- 
stances is still more obscure. 
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In going over the work of many investigators, the 
authors were often very uncertain whether the 
thyroid was removed alone or with the parathyroids. 
The anatomy of the thyroparathyroid apparatus 
varies in different animals. Since there is good rea- 
son to believe that these glands differ in their 
development and function, it is reasonable to as- 
sume that their removal would have a variable 
effect, if any, upon the body and its functions in 
different species. It is important, therefore, to know 
exactly what has been removed. It seems that lack 
of clearness on this point accounts, in part at least, 
for the often contradictory results obtained. 

Hektoen, taking advantage of the work on iodo- 
benzoic compounds by Loevenhart and his associates, 
tested the effect of the administration of iodoxy- 
benzoate of soda on the production of antibodies. 
He found that dogs which had received iodoxyben- 
zoate produced anti-goat hemolysin of a higher 
titer than that of dogs which had received injections 
of iodobenzoate and than that of control dogs which 
had not received any injections. He concluded that 
the oxygen element was responsible for the differ- 
ence. The thyroid gland is supposed to have a 
definite relation to the process of internal oxidation 
in the body. In the authors’ experiments, however, 
the removal of the entire thyroid with the upper 
parathyroid glands did not inhibit the production 
of hemolysin. In fact, the average titer of the 
serum of thyroidectomized animals given intraven- 
ous injections of sheep’s blood was higher than that 
of the controls. In view of the divergent results 
the question of the effect of internal oxidation on 
the development of immune bodies remains un- 
answered. 

With regard to whether the general disturbance 
created in these animals is responsible for the effect 
on antibody production the authors state that during 
the first few days following the operation the 
thyroparathyroidectomized rabbits showed signs 
of much greater disturbance than the thyroidec- 
tomized animals, but by the time the injections 
were begun the condition of both was approximately 
the same and both gradually developed moderate 
cachexia. The thyroidectomized rabbits, however, 
developed a hemolysin of relatively very high titer 
as compared with that of the control animals, 
while the thyroparathyroidectomized animals de- 
veloped a very low titer hemolysin as compared 
with that of normal controls. 

The results of the experiments reported are sum- 
marized as follows: 

1. After thyroidectomy with partial parathyroid- 
ectomy the maximum and average hemolytic titers 
of the sera of rabbits injected intravenously with 
sheep blood are equal to, or higher than, those of 
normal animals given similar injections. 

2. Thyroidectomy with partial parathyroidec- 
tomy does not inhibit antibody production. This 
fact is in accord with the results of Garibaldi, 
Launoy and Levy-Bruhl, Lerda and Diez, and 
others. 
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3. Thyroidectomy with partial parathyroidec- 
tomy does not cause serious disturbance in the adult 
rabbit. If the operation is performed properly, the 
animals survive and the cachexia is moderate. 

4. After complete thyroparathyroidectomy a 
small proportion of the animals survive even after 
developing very severe tetany. Those that recover 
do not show further signs of serious disturbance, but 
in time develop a moderate degree of cachexia no 
greater than that of the thyroidectomized animals. 

5. Thyroparathyroidectomized rabbits develop 
anti-sheep hemolysin of a uniformly low titer 
averaging one-fifth that of the controls. 

6. Injection of bovine blood into rabbits that 
survived complete thyroparathyroidectomy from 
one to two months previously results in the pro- 
duction of hemolysin of a uniformly low titer com- 
pared with that of normal animals similarly treated. 

GeorcE E. Bertsy, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Arnould: Surgical Incisions After Roentgen 
Therapy (Incisions chirurgicales aprés roentgen- 
therapie). J.de méd.de Bordeaux, 1921, xcii, 407. 

Surgery combined with roentgen therapy (especial- 
ly pre-operative X-ray treatment) has become a mat- 
ter of general practice in the treatment of tumors. 
The author points out that the X-ray may cause skin 
lesions and changes which prevent healing of a surgical 
wound. He mentions a case in which the healing of an 
abdominal wound was delayed more than six months 
by a dermatitis demonstrated by biopsy which was 
present at the time the incision was made. 

A late radiodermatitis may develop on the occa- 
sion of a surgical traumatism in a region sensitized by 
the X-rays, and an incision made over an old X-ray 
scar may fail to heal. Therefore no surgical act 
(puncture, incision) should be practiced in the vicinity 
of tissues which have become pigmented following the 
application of the X-ray nor in the site of an old 
radiodermatitis scar. W. A. BRENNAN. 


Russ, S.: Some Contrasts in the Effects of the X- 
Rays and Radium upon Blood Cells. Brit. M. J/., 
1921, ii, 268. 

Studies on rats and on man have shown that certain 
measured amounts of radiation produce regular 
changes in the number of lymphocytes but irregular 
changes in the polynuclear leucocytes. 

The exposure of rats to X-rays of medium in- 
tensity and moderate penetrating power always pro- 
duced a marked fall in the number of circulating 
lymphocytes. The reduction amounted to about 50 
per cent for an exposure of twelve seconds. The 
normal lymphocyte count was regained in about 
twenty-four hours. A prolongation of the time of 
exposure even to five minutes made no appreciable 
difference in the effect. 

Observations on polynuclear leucocytes showed 
that a rise in their numbers appeared almost as prob- 
able as a fall after X-ray exposure. 
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The blood counts on man were made on the blood of 
patients suffering from malignant disease and receiv- 
ing a large quantity of radium radiation. In a 
majority of the cases the blood changes following 
exposure for four or five hours were significant. A 
greater regularity was observed in the effect on the 
lymphocytes than in the effect on the polynuclear 
leucocytes. Of thirty-one cases, twenty showed a 
reduction in the number of circulating lymphocytes; 
five showed an increase; and in six no change was 
noted, that is, the variation was less than 8 per cent. 
Figures for the polynuclear cells show that the 
probabilities of an increase, decrease, or no change 
were nearly equal. 

The red blood cells also showed changes after a 
single exposure to the gamma rays. This was not 
pronounced, however, unless the radiation was very 
prolonged. Details of the blood counts relating to 
the author’s thirty-one cases are given in a report to 
the Medical Research Council entitled “The Use of 
the Gamma Rays from a Large Quantity of Radium 
in the Treatment of Malignant Disease,’ by W. S. 
Lazarus-Barlow, Helen Chambers, and the author. 

MARTHA ALDRICH. 


Mottram, J. C.: The Use of Blood Counts to Indi- 
cate the Efficiency of X-Ray and Radium Pro- 
tection. Brit. M.J., 1921, ii, 269. 


A study was made to determine whether or not 
the devices designed to protect those who work with 
the X-ray and radium are efficient. Two sets of facts 
were reviewed: (1) those related to the biological 
action of radiation, and (2) those related to the blood 
changes. 

With regard to the biological action of radiation, 
it is known that various tissues differ widely in 
susceptibility. Nerve cells show no change after 
large exposures, whereas skin, blood vessels, connec- 
tive tissue, hair follicles, reproductive cells, lymphoid 
tissues, and blood cells are especially sensitive. 

Experiments on rats have shown that by means of 
their blood changes X-radiation can be detected when 
a photographic plate gives no record. It may be 
concluded that in the absence of blood changes the 
worker has received no more than a harmless amount 
of exposure to radiation. 

It might be thought that soft X-rays and beta 
rays, which are largely absorbed in superficial tissues, 
would cause skin changes and no blood changes, but 
there is evidence to show that, provided the ionization 
is kept constant, the blood changes are independent 
of the type of radiation. 

A single exposure to radium causes a sudden fall 
in the number of circulating lymphocytes from which 
there is gradual recovery. A series of exposures 
holds the lymphocytes below the normal level. This 
is the condition found in X-ray and radium workers 
who are subjected to small daily doses of radiation. 

An estimation of counts shows an abnormal lym- 
phocyte distribution in X-ray and radium workers; 
also an abnormal polynuclear count. The radium 
workers show a greater diminution in polynuclears. 
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The red cells are not so sensitive to radiation as 
the leucocytes; therefore, the development of anemia 
indicates a serious over-exposure. In radium workers 
the number of red cells is diminished, while the 
hemoglobin content is less affected. This points to 
an interference with the production of red cells and 
polynuclears in the bone marrow which has been con- 
firmed by experimental work on rats. The gamma 
rays of the radium injure the bone marrow while the 
less penetrating X-rays exhibit effects chiefly on 
lymphocytes and lymphoid tissue unprotected by 
bone. 

A criterion based on the data given is presented fot 
the protection of workers with X-rays. 

MartHA ALDRICH. ' 


Webster, J. H. D.: X-Ray Treatment of Two Cases 
of Otosclerosis. Arch. Radiol. & Electrotherapy, 
1921, Xxvi, 69. 

The author makes no claim for originality in ap- 
plying roentgen therapy to otosclerosis; he cites the 
experience of a number of men who have previously 
tried it. He discusses the rational basis for the 
treatment and gives the results in two cases. In 
reviewing the various theories as to the etiology 
and pathology of otosclerosis he states that he is 
inclined to regard the condition as a form of osteitis 
fibrosa or osteofibromatosis which is associated with 
increased vascularity. Hence he believes the 
ischemic power of radiotherapy indicated in suitable 
cases. However, as the etiology and essential na- 
ture of otosclerosis are still largely unknown or in 
dispute and the course of the condition is prolonged 
usually for many years (often with intermissions 
or natural arrest), it is extremely difficult to make 
an estimate of the true value of any method of 
treatment. 

In well-established cases, which are perhaps the 
great majority of those presented for treatment, 
permanent bony damage has already occurred at 
the stapes foot, with possibly secondary nerve im- 
pairment. Such cases afford no fair test of the 
value of radiation. It is only in the earliest stages 
when there are young, actively proliferating or 
hyperfunctioning cells that radiation can be ex- 
pected to give a satisfactory degree of benefit. The 
most that can be hoped for in late cases is an arrest 
of the process at the stage to which it has progressed. 
In early cases it may be possible, not only to arrest 
the condition, but to cause some slight improvement. 
The method seems to deserve full investigation as 
even if it only arrests the usually inevitable progress 
of this common and disabling complaint (perhaps 
even only in certain types of cases, as may be defined 
by further research on the subject), it will have 
achieved a great therapeutic success in a region 
which hitherto has been, for the most part, the de- 
spair of the internist and the otologist. 

Detailed histories of the author’s two cases are 
given together with the results obtained by roent- 
genotherapy. An extensive bibliography is ap- 
pended. Apo.pH Hartune, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 





B.P.: 
Am. J. Roentgenol., 1921, n.s. viii, 462. 


Widmann, Multiple Osteochondromata. 


After briefly commenting upon the literature re- 
garding multiple osteochondromata and discussing the 
nomenclature, pathology, and possible etiologic fac- 
tors, the author reports a case in which the roent- 
genographic findings showed a disturbance in the 
ends of all the diaphyses of the long bones and in the 
ribs. This disturbance varied from a slight thicken- 
ing to actual tumor formation 1% in. in thickness. 
All of the tumors had the characteristics of bone; that 
is, they consisted of cancellous tissue more or less 
regularly arranged and showing no destructive effects 
and none of the appearances characteristic of true 
tumors. 

The lower extremity of the right humerus was 
shortened, thickened to twice its normal diameter, 
and roughened by a number of separate nodules. In 
the left wrist the exostoses extended between the 
lower extremities of the radius and ulna and were 
apparently united by true bony union. The left ulna 
was considerably shortened in comparison with the 
radius, probably because of interference with the 
normal growth of the diaphysis in this bone. In the 
right elbow there was apparently shortening of the 
ulna with considerable thickening of its upper ex- 
tremity and comparative overgrowth in the length of 
the radius which caused dislocation. At the lower 
extremity of the tibia and fibula of both legs there 
was possibly shortening of the tibia and correspond- 
ing elongation of the fibula, due probably to this over- 
growth. Exostoses were present also about the 
diaphysis of the os calcis. 

In the author’s opinion this condition is undoubted- 
ly a constitutional disease. It has to do with the 
growth in length of the long bones and must involve 
a disease of the organs controlling such growth. It 
would seem, therefore, to be primarily a disease of the 
endocrine system. In some cases a hereditary tend- 
ency is evident. Apotpx Hartunc, M.D. 


Carman, R. D.: Two Contrasting Cases: (1) 
Adenocarcinoma of the Stomach Revealed by 
Roentgenograms But Not Palpable on Explora- 
tion by the Surgeon; (2) Gastric Ulcer Not 
Shown by the Roentgen Ray, But Found at 
Operation. Am. J. Roentgenol., 192 , ii 
480. 


The author reports two cases observed at the Mayo 
Clinic, one of which indicates the difficulty expe- 
rienced by the surgeon in locating a lesion after it 
had been demonstrated by the roentgen ray, and the 
other, that the roentgen ray is not infallible in the 
diagnosis of gastric ulcer. 

Case 1. The patient, a man 42 years of age, 
had noted increasing weakness for eight months and 
during the two months previous to examination had 
had constant, dull epigastric pain without relation 
to the ingestion of food. Recently his appetite had 
been poor. The general examination, the Wasser- 
mann reaction, and examinations of the blood and 
urine were negative. Free hydrochloric acid was 

















absent from the stomach contents. Roentgenograms 
revealed a lesion on the posterior wall of the stomach 
near the greater curvature. 

At operation careful palpation of the stomach failed 
to reveal any lesion. When the stomach was opened 
a superficial ulcerated area of adenocarcinoma was 
found at the site indicated by the roentgen ray; this 
was shallow and there was no palpable induration at 
the edges or in the surrounding tissue. 

This case illustrates the value of the roentgen-ray 
findings and the necessity for careful surgical co-oper- 
ation. 

Case 2. The patient, a man 49 years of age, had a 
history of thirty-one years of gastric distress consist- 
ing of attacks of pyrosis and epigastric pain appear- 
ing about two hours after meals and accompanied by 
“water brash.” Moderate relief was given by food 
and soda. Gastric analysis was negative. The 
roentgenogram showed a duodenal ulcer and a mod- 
erate six-hour retention. 

The duodenal ulcer was found at operation and 
excised. The pylorus was hypertrophied and the 
stomach dilated, but as there was no duodenal ob- 
struction the surgeon was unable to account for the 
large stomach and the retention. Since 55 per cent 
of gastric ulcers produce six-hour retention from the 
barium meal, further examinations of the stomach 
were made. A small ulcer of the lesser curvature not 
discoverable by roentgenologic examination was 
then found. In a minority of cases of concurrent 
gastric and duodenal ulcer the roentgen-ray examina- 
tion discloses only one of the ulcers. 

A. W. Bryan, M.D. 


Rubin, I. C.: A Manometer and Flow Volumeter 
for Transuterine Peritoneal Inflation to De- 
termine the Patency of the Fallopian Tubes in 
Cases of Sterility. Am. J. Roentgenol., 1921, 
N.S. Vili, 459. 

The apparatus described makes it possible to 
measure the quantity and the flow of oxygen or car- 
bon dioxide gas used in insufflating the uterus to 
determine the patency of the fallopian tubes. Com- 
bined with it is a manometer of the ‘‘tycos’’ or mer- 
cury type which indicates the pressure at the time 
the gas is flowing. The displacing of water from an- 
other vessel at a certain rate of flow to estimate the 
volume of gas is rendered unnecessary. In this 
apparatus the pulsating type of water-displacement 
meter is used. It is hydraulic in principle, scientific, 
accurate, and dependable. Its various parts are 
described in detail and its modus operandi is ex- 
plained. 

For the purpose of determining the patency of the 
fallopian tubes four pulsations delivering 160 c.cm. 
of gas are all that is necessary. In thin persons with 
patent fallopian tubes from two to three pulsations 
will suffice to produce the subphrenic pneumoperi- 
toneum which can be seen clearly with the fluoroscope. 
The pressure reading is of considerable importance, 
and it has been found that the rate of flow is best 
regulated previous to a rise of 100 mm. within fifteen 
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seconds. With this rate established the gas is allowed 
to pass through the volumeter and thence through the 
outlet tubing and cannula into the uterus. 

The pressure required to overcome the resistance 
of the uterus and tubes when there is no tubal ob- 
struction to the free passage of the gas will vary be- 
tween 40 and 100 mm. On reaching these points 
it will fall sharply or slowly or fluctuate about them. 
In the non-patent tubes the pressure rises steadily to 
a point well beyond 200 mm. It is not necessary to 
carry it beyond 250 mm. as in all the cases examined 
so far this pressure was found to indicate occlusion. 

The apparatus may be used to advantage also in 
direct transperitoneal inflation by abdominal punc- 
ture. In such cases the pressure gauge is not so im- 
portant, but it provides an accurate volumetric 
measure of the gas introduced into the peritoneal 
cavity. Thus far the apparatus has been used in 225 
cases and has given complete satisfaction. 

Apo.ra Hartune, M.D. 


LEGAL MEDICINE 


Decisions Under the Harrison Narcotic Law. Roth- 
man et al. vs. United States (U.S.), 270 Fed. R., 
p. 31; Di Preta vs. United States (U.S.), 270 Fed. 
R., p. 73; Dysart vs. United States (U.S.), 270 Fed. 
R., p. 77. 

In the case of Rothmann et al. the United States 
Circuit Court of Appeals, in affirming judgment of 
conviction, stated that they were indicted for un- 
lawfully selling heroin and for conspiracy respecting 
such sale. Rothmann was a physician, and one of the 
other defendants was the owner of a pharmacy. The 
court also followed the rule that when a government 
detective, suspecting that a person is engaged in an 
unlawful business, seeks information directly from 
him, under an assumed name, and that person re- 
sponds thereto, violating a law of the United States, 
he cannot, when indicted for the offense, set up 
that he would not have violated the law if the inquiry 
had not been made of him by the government official. 
Ignorance of the law excuses no one. It could be no 
excuse that the defendants relied on a treasury deci- 
sion which was wrong. If a conspiracy was proved 
to have existed between the defendants, it was not 
necessary to prove that all of the defendants did the 
overt acts which they were alleged to have done. 
All that was necessary was that one or more of such 
parties did an act to effect the object of the con- 
spiracy. Every act of each member of the conspiracy 
in pursuance thereof was, in the contemplation of 
the law, the act of them all and constituted evidence 
against each of them. 

The same court, in affirming a judgment of con- 
viction in the second case, wherein Di Preta, a physi- 
cian, was the defendant, stated that the testimony 
was ample to the effect that the defendant sold to all 
and sundry so-called prescriptions for what are called 
“habit-forming drugs” and sometimes suggested that 
the recipients of these prescriptions should have them 
filled at the drug store of one, Petraglia. The indict- 
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ment charged Petraglia with dispensing the drug 
substantially according to the language of the statute, 
which was sufficient. It then charged Di Preta with 
aiding and abetting under Section 332 of the Criminal 
Code, which makes a principal of any one who aids 
or abets in the commission of “any act constituting 
an offense defined by any law of the United States.” 
The count was not invalid because it did not negative 
the exceptions of the statute in favor of physicians, 
and because it did not give any details as to how or 
in what manner Di Preta abetted Petraglia. But a 
prescription issued under the circumstances amply 
shown in this case is not a prescription at all. Con- 
sequently it is no exception; nor is it necessary to 
negative the exceptions under this section of the 
statute. At common law Di Preta would have been 
an accessory before the fact, but the penal code makes 
him a principal. Thus the acts of the principal be- 
come the acts of the accessory or aider, and such 
accessory may be charged as having done the act 
himself and may be indicted and punished accord- 
ingly. 
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In the third case, wherein the United States 
Circuit Court of Appeals affirmed a judgment of 
conviction of the defendant, Dysart, a physician who 
was registered under the law, the court held that 
there was no variance between the offense charged 
in the indictment and the evidence adduced where 
the indictment charged unlawful sales of morphine 
sulphate and what the defendant did was to issue 
prescriptions. Nor was there error in admitting 
evidence to the effect that the defendant had issued 
prescriptions to a large number of persons other than 
those described in the indictment, when in his charge 
to the jury the trial court limited the effect of such 
evidence to the intent with which the prescriptions 
for persons named in the indictment were issued, and 
distinctly charged the jury that conviction could not 
be based on prescriptions for persons not so named. 
As so limited and explained, the evidence was ad- 
missible. It threw light on the intent of the defendant 
in respect to the vital question in the case as to 
whether he was lawfully or unlawfully dispensing 
drugs in the course of his practice. 

J. A. CASTAGNINO. 
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Byford, H. T.: The Cure of Cervical Endometritis 
by the Aid of Multiple Scarification. Chicago 
M. Rec., 1921, xliii, 511. 


The treatment the author advocates consists in 
using the old treatment in a new way that makes it 
efficient. It is a speeding up and intensification of 
the puncturing and local stimulation. The scari- 
ficator used is bayonet pointed and cuts in three 
directions, thus leaving patulous openings for the 
escape of mucus and the penetration of the solution. 
The solution consists of one part each of iodine 
crystals and glycerine and two parts of phenol. For 
an area of almost complete degeneration double the 
relative amount of the iodine is employed in order 
to obtain quicker and somewhat more radical results. 
The only area in which the stronger solution can do 
harm is at the edge of the cervical cavity where the 
mucosa will become reinverted and the columnar 
epithelium should be preserved. 

The technique employed is quite simple and can 
be carried out at the office. After the vaginal fornices, 
cervix, and cervical canal have been wiped dry with 
absorbent cotton they are disinfected with a 5 per 
cent solution of phenol in water. Five or six punc- 
tures are made into and about each retention cyst 
that can be seen or felt, and also into any red spots 
or areas that indicate destructive inflammation of 
glands or obstruction of follicles. Absorbent cotton 
is then pressed firmly against the surface to express 
mucus plugs and stop the oozing of blood. With an 
applicator tipped with a tuft of non-absorbent cotton, 
the solution is applied freely to the scarified areas and 
to the mucosa both of the vaginal portion and the 
cervical cavity. The saturated tuft of cotton is 
pressed firmly against the parts in order to force the 
iodized phenol into the glandular pockets and punc- 
tured tissues. A dry tampon is then placed against 
the cervix and the patient instructed to remove it in 
a few hours. The author sometimes begins the 
treatment by dilating the cervix slightly with a large 
sound. This stretches the mouths of the glandular 
pockets within the cervix, and expresses much of the 
tenacious mucus. Thé treatment is repeated every 
three or four days until no cysts can be seen or felt. 

From fifty to a hundred or more punctures are made 
in the cystic area or areas and followed by the appli- 
cation of the iodized phenol, with or without the 
previous passage of the sound, at weekly intervals for 
three or four months. 

In this way the superficial cysts are destroyed, 
deeper ones are rendered accessible and are evacuated, 
and the penetration or absorption of a large amount 
of iodine is secured. After all signs of inflammation 
and cyst formation have disappeared the patient 


GYNECOLOGY 


489 


is discharged with directions to return at the end of 
three or four months. A few treatments may then 
be required for the cure of the glands which had been 
infected or affected previously, but which had not 
been in evidence. E. L. Cornett, M.D. 


Wharton, L. R.: Rare Tumors of the Cervix of 
the Uterus of Inflammatory Origin—Condy- 
loma and Granuloma. Surg., Gynec. & Obst., 
1921, XXxill, 145. 

Condyloma of the cervix is one of the rarest of 
gynecological disorders. Etiologically, pathologically, 
and clinically, there are two distinct types of con- 
dyloma of the cervix: the gonorrhceal and the tu- 
berculous. When complications are not present, the 
symptoms in these two types may be identical, the 
chief complaint being the presence of a profuse 
purulent vaginal discharge which occasionally may 
be tinged with blood. From the viewpoint of both 
the history and the clinical findings, there may be no 
small resemblance between condyloma and malignant 
tumors of the cervix. 

Gonorrhceal condylomata may occur singly as 
isolated pedunculated tumors or in clusters of papil- 
lomata which may almost entirely cover the cervix. 
These masses may present varying grades of inflam- 
matory reaction. Gonorrhoeal condyloma of the 
cervix may be accompanied by similar lesions on the 
vulva and perineum and also by salpingitis and its 
many manifestations, but in the author’s experience 
the endometrium is usually not affected. The 
primary focus of infection appears to be in the cervical 
glands. In the treatment of gonorrhceal condyloma 
it is necessary to clean up the focus of infection and 
to remove the local growth. Curettage of the uterus 
is unnecessary and should not be performed. 

Tuberculous condyloma of the cervix is almost 
always accompanied by other manifestations of the 
disease. There is usually a concurrent tuberculous 
endometritis and salpingitis, and very frequently 
other lesions may be found. For this reason the 
operative treatment of the cervical lesion should be 
undertaken only after a careful study has been made 
and on the basis of sound surgical indications. 

In cases of gonorrhceal condyloma the outlook is 
uniformly good. In cases of tuberculous condyloma 
the prognosis depends entirely upon the nature of the 
concomitant lesions and the method of treatment 
instituted. E. L. Cornet, M.D. 


Farrar, L. K. P.: The Incidence of Pulmonary 
Embolism and Thrombosis Following Hys- 
terectomy for Myomata Uteri. WN. York State 
J. Bq 298%, BM, 324. 

The most frequent cause of postoperative pul- 
monary complications following hysterectomy for 
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myomata uteri is pulmonary embolism or throm- 
bosis. The source of pulmonary embolism or throm- 
bosis is a thrombosis of the pelvic veins, the veins of 
the lower extremities, or the right heart. Throm- 
bosis of the pelvic veins occurs much more fre- 
quently than thrombosis of the lower extremities. 

Thrombosis or embolism may develop during an 
operation or immediately afterward. The most 
frequent time seems to be in the first forty-eight 
hours. In the order of their most frequent occur- 
rence the symptoms are pain, a friction rub, cough, 
bloody sputum, rales, dullness, and alteration of 
breath sounds. These signs are premonitory of a 
thrombosis, but the evidence of thrombosis in the 
veins of the lower extremities or pelvic veins does 
not appear until later. The physical findings at 
the onset are similar to those of lobar pneumonia 
or pleurisy but the clinical picture soon reveals the 
nature of the condition. In the differential diagnosis 
the X-ray may be of value. 

Thrombosis and embolism occur more frequently 
after hysterectomy for large myomata and less 
frequently after operation on pus tubes and ovarian 
abscesses. The causes are: (1) an enfeebled circu- 
lation due to dilation of venous trunks, especially of 
the pelvis and lower extremities, venous stasis, 
lowered blood volume due to hemorrhage or shock, 
or myocardial insufficiency; and (2) infection. 

The treatment should be prophylactic and di- 
rected toward improving the circulation by strength- 
ening the heart muscle and the walls of the blood 
vessels and increasing the hemoglobin of the blood. 
The importance of rest in bed as a preliminary to 
operation to relieve the pressure of large myomata 
on the veins of the pelvis and lower extremities, 
the use of blood transfusion before operation in 
cases of marked anemia, and the maintenance of 
the blood volume during operation by means of 
gum glucose given intravenously should be empha- 
sized. 

The author reviews 130 cases he operated upon 
for uterine myomata from March 1, 1918, to March 
1, 1920. In these two years all ward patients with 
large fibroids requiring removal were kept in bed 
from five to seven days previous to the operation. 
No embolism or thrombosis occurred in any in- 
stance. In the cases of private patients who were 
not kept in bed previous to the operation, but usu- 
ally operated upon the day after entrance to the 
hospital, a fatal embolus occurred once and venous 
thrombosis six times although exactly the same 
operative technique was employed as for the ward 
patients. E. L. Cornett, M.D. 


De Rouville, G.: The Fight Against Uterine Cervi- 
cal Cancer; Early Diagnosis and Ample Inter- 
vention (La lutte contre le cancer du col de l’utérus; 
diagnostique précoce et intervention large). Rev. 
frang. de gynéc. et d’obst., 1921, Xvi, 342. 

De Rouville states that despite its apparent lack 
of power, medical science is not entirely disarmed in 
the presence of cancer. The mode of origin and the 
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development of malignancy and the various con- 
ditions which favor it have been discovered. It is 
known that in the beginning cancer is a local disease 
and that a cure can be effected by extirpating or 
destroying all the cellular elements which constitute 
it. Hence a sufficiently extensive operation per- 
formed while the lesion is still limited is the logical 
therapeutic procedure. 

De Rouville throws the onus of diagnosis on the 
family physician, stating that he should insist 
on a vaginal examination whenever a suspicious 
sign is noted, and if this does not suffice, should re- 
move for histologic examination a section of any 
growths which may be found near the cervix. 

All physicians should have an unshaken faith in 
the curability of cancer by early radical operation. 
This faith De Rouville fears is possessed by only a 
few. He therefore urges a campaign to educate not 
only the laity but also physicians and midwives with 
regard to the efficacy of early operation. The effects 
of such a campaign in Germany, France, and else- 
where are shown by improvement in the morbidity 
and mortality statistics of cervical cancer. In his 
own practice it has been De Rouville’s custom to 
give his female patients a booklet of information 
regarding cancer and its treatment. Other surgeons 
also have begun similar propaganda. 

De Rouville states that in France surgeons are 
almost all in agreement regarding the superiority of 
the abdominal route in the treatment of cancer of the 
uterine cervix as however limited the lesion may 
appear to be clinically it is impossible to know 
exactly how far it extends. In France the operation 
for the radical cure of uterine cancer is more con- 
servative than the very mutilating methods used 
in Germany by Wertheim. Bumm and other 
French surgeons believe that while the surgery of 
cancer must be radical, it should respect anatomy 
and physiology, this being particularly necessary 
when the lesion is not advanced. W. A. BRENNAN. 


Cullen, T. S.: Early Squamous-Cell Carcinoma of 
the Cervix Accidentally Discovered When the 
Body of the Uterus Was Being Curetted for 
Hzemorrhage Caused by Hyperplasia of the 
Endometrium and by a Small Submucous 
Myoma. Surg. Gynec. & Obst., 1921, xxxiii, 137. 


The author repoits the microscopic findings in 
scrapings from curettage in a case of early carcinoma 
of the cervix in a single woman 46 years of age who 
suffered from excessive hemorrhage at her men- 
strual periods. Examination of the scrapings from 
curettage showed the typical cell nests of squamous 
epithelial carcinoma. Therefore a Wertheim opera- 
tion was done. 

The author shows by illustrations the early pro- 
liferation with the production of finger-like processes 
sharply defined from the surrounding tissues. In 
certain areas the cells were deeply stained, had lost 
their normal relations, and presented decided varia- 
tions in the size of their nuclei. A typical epithelial 
pearl was present. R. E. Curistre, M.D. 











ADNEXAL AND PERI-UTERINE CONDITIONS 


Tuffier, T.: A Surgical Study of 230 Ovarian Grafts 
(Etude chirurgicale sur 230 gréffes ovariennes). 
Bull. Acad. de méd., Par., 1921, |xxxvi, 99. 


During the past fourteen and one-half years Tuffier 
has implanted 230 ovarian grafts. Two hundred and 
fourteen were fresh-tissue grafts and sixteen were 
grafts of tissue preserved in cold storage. The opera- 
tion was performed after a total or supravaginal 
hysterectomy in sixty cases, after oéphorectomy with 
total preservation of the uterus in 156 cases, and after 
odphorectomy and subtotal hysterectomy in four 
cases. The circumstances in ten cases are not stated. 

There were no deaths due to the implantation but 
four patients died from abdominal infection due to 
the original disease. 

When the graft does not take, it disappears in from 
six months to two years, leaving only a small nucleus 
which is itself finally resorbed. 

The graft was placed in the subcutaneous cellular 
tissue in seventy-one cases, in the subperitoneal 
cellular tissue in fifty-four cases, and in the posterior 
part of the mammary gland in other cases. With 
regard to seventy-one cases the site of implantation 
is not definitely stated. 

The transplantation of a graft of ovary from one 
woman to another was done in twenty cases. In 203 
cases the ovary was removed from the abdomen and 
transplanted into the subcutaneous or subperitoneal 
tissue of the same woman. In six cases homotrans- 
plantation and autotransplantation were both done. 

The transplantation of one or both ovaries from 
one woman to another never restored physiological 
function; it did not re-establish menstruation or 
suppress menopausal disturbances though in the case 
of one young woman it caused perhaps some slight 
diminution of the menopausal disturbances and in 
certain other cases obesity was less marked than is 
usual in women past the menopause. 

In cases of autotransplantation the transposed 
ovary was normal, sclerous, or cystic and often re- 
moved from a partly infected area. Castration was 
necessary in 141 cases of salpingitis, thirty-five cases 
of fibromata, and five cases of extra-uterine preg- 
nancy. In other instances it was indicated by 
various pathologic complications. 

The nature of the disease and its duration had no 
influence upon the therapeutic results of the grafting. 
The patient’s age, however, was of importance as 
menstruation is rarely re-established in a woman over 
40 years old. 

The graft does not generally cause pain and there 
is no symptom due to its presence for four or five 
months. From the fifth to the seventh month, if the 
graft is efficacious, it becomes periodically increased 
in size and congested perhaps for a week prior to 
menstruation. ‘The return of menstruation can be 


obtained only when at least two-thirds of the uterus 
is preserved. Extirpation of the fundus of the uterus 
does not prevent the re-establishment of men- 
struation. 
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Of seventy-three cases in which the ovary was 
transposed and the uterus preserved, menstruation 
has been regular in fifty-six (76.71 per cent). The 
youngest patient was 18 and the oldest 41 years. 
The ages of the other patients ranged from 18 to 40 
years. Menstruation usually is re-established from 
five to seven months after the transplantation. It 
appears that the graft can resume its function only 
after its blood supply has been re-established. The 
date of the reappearance of menstruation is of im- 
portance. If it appears two months after the trans- 
plantation Tuffier considers it due to a section of 
ovary left at operation. In such cases the graft does 
not show a periodic increase in size. 

During the entire period between the operation and 
the appearance of menstruation the patient shows 
the usual pre-menopausal symptoms. The re-estab- 
lished flow is often not as regular nor of the same 
quantity or duration as the normal flow. In fourteen 
cases of ovarian transplantation menstruation per- 
sisted for six months; in thirteen, from six months to 
a year; in eighteen, from one to two years; in four, 
from two to three years; in one, for more than three 
years; and in one, for more than twelve years. In 
thirteen cases it ceased within three years. The 
therapeutic results of the transplantation are there- 
fore temporary. 

The autograft alone can re-establish menstruation. 
The site of the transplant does not appear to have 
any particular influence. Transposed ovaries have 
a new vascularization, but the duration of their 
vitality is below normal and they undergo early 
senescence. W. A. BRENNAN. 


EXTERNAL GENITALIA 


Fothergill, W. E.: The End-Results of Vaginal 
Operations for Genital Prolapse. J. Obst. & 
Gynec. Brit. Emp., 1921, xxviii, 251. 

An inquiry into the end-results of operations on 
cases of genital prolapse having been originated by 
the North of England Society, the author presents 
his own technique and figures indicating the nature 
of the results secured after a lapse of years and under 
the stress of parturition. 

Clinical experience has taught and anatomists have 
demonstrated that the uterus, vagina, and bladder 
are kept in place mainly by lateral combinations of 
unstriped muscle and connective tissue known as the 
parametrium and paracolpos. In applying this 
knowledge practically in anterior colporrhaphy, the 
incision is carried well up and out on either side of the 
cervix, exposing the paracolpos, so that closure of 
the wound brings together in front of the cervix 
structures formerly at its sides. If the colporrhaphy 
incision is carried round behind the cervix, instead of 
in front of it, anterior colporrhaphy and amputation 
of the cervix may be combined readily in a single 
operation and will overcome an exaggerated narrow- 
ing of the vagina. In cases of rectocele, the colpo- 
perineorrhaphy of Donald was done. The end- 
results from the use of this technique are cited from a 
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series of 156 cases. One hundred and fifty of these 
patients stated that they were cured and two of the 
remaining six were found anatomically free from pro- 
lapse. Therefore successful results were obtained in 
97 per cent of the cases. About one-third of the pa- 
tients were past the menopause. 

Amputation of the cervix combined with anterior 
colporrhaphy was done in 124 cases. In the remain- 
der the cervix was retained. A few required only col- 
po-perineorrhaphy for rectocele. No case of mere 
perineal repair is included. The only variety of pro- 
lapse occurring in nulliparous women was elongation 
of the cervix with inversion of the vaginal walls from 
above downward. Thirty-two cases were examples 
of this type. 

Since the operation, twenty-one of the women un- 
der 40 and three over 40 have borne children, and 
two others have become pregnant. Of these twenty- 
six, no less than twenty-three had the cervix removed 
by the combined operation. Thirty children have 
been born to the twenty-four patients, and prolapse 
sufficient to cause inconvenience has returned in only 
one case. 

From these results the conclusion is drawn that 
vaginal operations give permanent benefit in ail 
varieties of prolapse, do not prevent pregnancy, and 
yield a result that, in a large proportion of cases, 
stands the test of parturition. 

The author deprecates the additional burden of 
abdominal intervention, from the viewpoint of both 
the patient and the operator, and advocates a more 
widespread knowledge and use of vaginal surgery. 

N. K. Forster, M.D. 


MISCELLANEOUS 


Von Jaschke, R. T.: Pain in the Lower Abdomen as 
a Cause of Error in Gynecological Diagnosis 
(Schmerzen in beiden Unterbauchseiten als Quelle 
von Irrtuemern in der gynaekologischen Diag- 
nostik). Deutsche med. Wchnschr., 1921, xlvii, 705. 


In cases of pain in the lower part of the abdomen 
it is of importance to determine first whether it is 
persistent or colicky. Colicky pain is practically al- 
ways associated with an affection of the appendix or 
cecum. In the differential diagnosis from gynecologi- 
cal diseases pain on pressure on McBurney’s point is 
of importance. Also helpful is hyperesthesia of the 
skin in the ileocecal region. In inflammatory proc- 
esses a leucocytosis will aid in the differentiation 
from gynecological inflammations. Acute pyelitis 
may resemble appendicitis in its fever and general 
clinical picture but in such cases the pain on pressure 
extends from McBurney’s point to the region of the 
kidney where there is hyperesthesia. Affections of 
the ureters may give a similar picture. 

In cases of marked pain in the right lower abdomen 
corresponding to appendicitis one must consider 
pyosalpinx and acute parametritis which may set 
up the same symptoms through irritation of the 
peritoneum. Difficulties may arise in such cases when, 
because of plastic empyema of the tube or ovary, 
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vaginal examination reveals nothing because of the 
rigidity of the muscles. It must be borne in mind also 
that in many virgins severe pain is caused by ab- 
normal follicular bleeding. When an operation has 
been performed adhesion pains must be thought of. 
A peri-ureteritis with kinking of the ureter may also 
suggest appendicitis. Finally, one must consider 
membranous colitis as well as adhesions about the 
appendix which appear in the X-ray picture as dis- 
tortions or displacements of the intestine. 

In case of pain in the left side of the lower abdomen 
perisigmoiditis (pain during defecation and obstipa- 
tion) must first be thought of when the gynecological 
findings are negative. In these cases also, kinking of 
the ureter, pyelitis, venous thrombosis, psoas muscle 
involvement, and membranous colitis must be borne 
in mind. Spastic obstipation may cause pain in the 
lower abdominal region on the left side. 

VORSCHUETZ (Z). 


Giles, A. E.: The Causes, Prognosis, and Treat- 
ment of Sterility. J. Obst. & Gynec. Brit. Emp., 
1921, XXViii, 241. 

The proportion of infertile marriages has been 
placed by various authors at from 2 to 20 per cent. 
Among 3,128 married women seen as patients, those 
who were sterile equaled 22.2 per cent. Many were 
under 40 and might yet conceive, and a large pro- 
portion sought advice because of some disease of 
the productive organs. The conclusion is drawn that 
the proportion of sterile marriages is well under 15 
per cent. Simpson found it to be 10.9 per cent in vil- 
lage communities, and 16.3 per cent in families of 
the aristocracy. 

The responsibility of the male is variously placed 
at from 1o to go per cent. In all doubtful cases, 
therefore, the wife should not be assumed to be re- 
sponsible or subjected to operative procedures unless 
there is definite evidence that the husband is normal. 

On the part of the male the ability to deposit 
healthy seminal fluid in contact with the os externum 
cervicis is necessary for successful impregnation. On 
the part of the female the ability to receive the semi- 
nal fluid is essential. The latter will be prevented by 
the absence of a vagina or uterus or of a communica- 
tion between the vagina and uterus. A healthy condi- 
tion of the uterus, tubes, and ovaries enabling the 
spermatozoa to travel up to meet the ovum is not 
found in cases of absence or marked underdevelop- 
ment of the uterus, congenital atresia of the tubes, or 
occlusion of the tubal channel by inflammation. Old 
age, the action of the X-rays leading to ovarian 
atrophy, anemia, chronic morphinism, certain febrile 
conditions, and some nerve conditions, including 
pituitary disease, obesity, and the influence of internal 
secretions, do not permit the production and discharge 
of healthy ova. A healthy condition of the uterus 
enabling it to harbor the fertilized ovum is essential to 
the bearing of a living child. Uterine tuberculosis, 
carcinoma and sarcoma of the body of the uterus, 
and uterine fibrosis preclude this possibility and must 
be regarded as incurable causes of sterility. 























Functional sterility, the result of incomplete inter- 
course due to impotence on the part of the male or 
nervousness or shyness on the part of the female, 
painful first attempt, and fear of confinement, 
azospermia, deficient vitality of spermatozoa, and 
sexual incompatibility are to be considered as factors 
in the production of sterility for which at the present 
time not much is offered in the way of successful 
treatment. 

More hopeful are those conditions causing or fa- 
voring sterility but allowing treatment. Conditions 
which prevent normal intercourse, such as atresia of 
the vaginal orifice, may be relieved by the early estab- 
lishment of the patency of the vagina. Stenosis of 
the vagina and rigidity of the hymen offer a good 
prognosis under dilatation or operative measures. 
The relief of dyspareunia and vaginismus depends 
on locating the source of pain and overcoming the 
mechanical difficulty. Pain due to prolapsed ovary 
or inflammatory changes in the appendages may re- 
quire abdominal procedures, and if associated with 
retroversion, fixation of the uterus. In cases of 
vaginismus dilatation of the vaginal orifice under 
anesthesia and suggestion may offer relief. Tumors 
encroaching on the vagina, whether ovarian or uter- 
ine, may cause a mechanical obstacle to intercourse. 
The treatment is surgical and the prognosis depends 
on the possibility of leaving at least one ovary and 
not too greatly damaging the uterus. 

Prolapse and procidentia, which usually follow 
childbearing, are the causes of secondary sterility. 
As the obstruction is mechanical they allow treat- 
ment and offer a good prognosis. Conditions per- 
mitting intercourse but interfering with the ascent of 
spermatozoa, include underdevelopment of the 
uterus which is rare and as a rule due to delay in 
development which offers a fair prognosis. Ante- 
flexion of the uterus and stenosis of the external os are 
usually amenable to dilatation and the use of the intra- 
uterine stem. Retroversion of the uterus responds 
fairly well under operative treatment or the use of 
pessaries. Atresia of the os externum can be over- 
come in only a few instances, but an attempt should 
be made to restore the patency of the canal. When 
polypi are present in the uterine canal the prognosis 
ranges from very good if the polypi are small, to 
moderate or even poor if they are large. Salpingitis, 
if of a mild type, frequently permits conception, but 
often is tubal in character. If the tubes are occluded 
conception is obviously impossible. In some cases an 
artificial ostium can be made, but the prognosis must 
always be guarded. 

When the cause of sterility lies in the male a vaso- 
vasostomy has been carried out when the vasa de- 
ferentia were occluded and there was evidence of live 
spermatozoa in the testicle. In cases of impotence 
artificial insemination has been done when the se- 
men was normal. 

Emphasis is placed on three points: the impor- 
tance of bearing in mind the possibility that the male 
may be responsible, the guarding of prognosis as to a 
successful issue from treatment, and the necessity of 
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being reasonably certain that the husband is healthy 
before undertaking any operative procedure on the 
wife. N. K. Forster, M.D. 


Hellendall, H.: A New Method for Temporary 
Sterilization (Eine neue Methode zur tempor- 
acren Sterilisierung). Zentralbl. f. Gynaek., 1921, 
xlv, 822. 


The author points to the fact that in all medical 
literature there has not yet been brought forth a 
method of sterilization whereby pregnancy can be 
surely prevented, but can be again rendered possible 
when desired. In a case in which Hellendall was 
obliged to induce abortion because of tuberculosis, 
the following procedure was used: 

Incision, ventrofixation according to Olshausen, 
withdrawal of the tubes through a slit in the fascia to 
above the point of ventrofixation, and fixation of the 
tubes at this point under the skin. Kats (Z). 


Okincie, L.: The Influence of Present Conditions 
on Prolapse of the Female Genitalia (Ueber 
den Einfluss der Zeitverhaeltnisse auf den Geni- 
talprolaps der Frau). Verhandl. d. 6 Konferenz 
d. Wiss. Med.Ges., Petrograd, 1921, v, 30. 


In association with general splanchnoptosis which, 
under present conditions, has greatly increased in 
Russia, prolapse of the female genitalia has also be- 
come much more frequent. The author examined 
14,000 patients in his clinic in the period from 1915 
to 1920. He divides his material into two groups, 
that of the three years from 1915 to 1917 and that 
of the three years from 1918 to 1920. This division 
is not artificial as it corresponds to the sudden altera- 
tion in the conditions of nutrition and labor. As the 
conditions of the times must have an extremely differ- 
ent influence on the various classes in Russia, he has 
divided his material also into two groups in accordance 
with the social status of the patients. In the first 
group belong the women of the working class who 
have always been accustomed to manual labor. There 
were 5,100 patients in this group. In the second 
group belong the women of the well-to-do classes and 
those engaged in intellectual pursuits. In this group 
there were 8,900 patients. The results of this study 
are summarized as follows: 

1. The total number of patients of all classes who 
were suffering from vaginal and uterine prolapse for 
the entire period equalled 4.5 per cent. In the second 
three-year period the number of cases of prolapse in 
relation to those of the first three years had increased 
one and one-half times. The number of patients in 
each social class was the same in the first three years 
but in the second three-year period the number in the 
second class was twice that of the first class. 

2. In the second three years the operations for 
prolapse increased in both social groups from 21 per 
cent in the first three years to 45 per cent in the second 
three years. The number of operations performed was 
4 per cent higher among the women of the second 
group than among the women of the first group. 
A point especially worthy of note was that, though 
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the total number of operations performed on women 
of the second group was greater, the rise in the num- 
ber of operations occurred earlier in first group. 

3. In the second three years the protracted cases 
of internal genital prolapse increased. The number of 
cases of marked uterine prolapse increased from 2.5 
to 10.5 per cent. 

4. In the second three-year period complete pro- 
lapse of the uterus occurred in women under 30 years 
of age, while in the first three years no such cases 
came under observation. 

5. Very marked was the increase of genital 
prolapse in women beyond the age of 50 (10 per cent). 
Particularly were the old women of the better classes 
thus afflicted. 

6. Before the war 85 per cent of all women with 
genital prolapse were those who had lacerations of the 
perineum following labor. Next most frequently the 
condition occurred in women who had borne children 
but had no perineal tear (13.5 per cent). The cases of 
nullipare amounted to only 1.5 per cent. In the last 
three years the latter figure rose to 3.5 per cent. 
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Among women who had borne children and did not 
suffer a perineal tear the number of cases increased 
one and one-half times (21.5 per cent). 

These figures show the profound influence of present 
conditions on women in general, and on cultivated 
women in particular, in Russia. These influences are 
to be sought in deficient nourishment and in great 
overstrain of heavy physical work. Genital prolapse 
is increasing particularly among the cultivated classes 
which, since 1918, have performed heavy work to 
which they are unaccustomed. On account of the 
insufficiency of transportation, conditions of heating 
and water supply, the impossibility of obtaining 
servanis, and the various forms of obligatory com- 
munal work, the population is forced to heavy physical 
labor. The proportional increase in the cost of living 
(averaging 20,000 times) and the entirely insufficient 
return in natural products have led to general under- 
nourishment of the inhabitants of Petrograd. One 
sees this phenomenon in the women of both social 
groups, but the undernourishment affects first the 
working people and the poor. HEsseE (Z). 














PREGNANCY AND ITS COMPLICATIONS 


Schweitzer, B.: Experiences with Auto-Transfu- 
sion of Blood in Extra-Uterine Pregnancy 
(Erfahrungen mit der Eigenbluttransfusion bei Ex- 
tra-uteringraviditaet). Muenchen. med. Wchnschr., 
1921, lxviii, 701. 


The value of auto-transfusion of blood has not yet 
been determined. In the Women’s Clinic of the 
University of Leipzig in a period of one and a quarter 
years auto-transfusion of blood obtained from the 
abdominal cavity was done in twenty-one of thirty- 
four cases of extra-uterine pregnancy. There were 
two deaths. One patient died with the symptoms of 
hemorrhage despite the postoperative transfusion, 
perhaps because the transfusion was done first after 
the operation instead of during the operation. The 
second death must be attributed to the transfusion 
as it was followed by hemoglobinuria and death 
eight days later. The cause of the hemolysis of the 
blood lost in the first seven hours could not be deter- 
mined. It appears, however, that auto-transfusion 
of blood is not without danger and that it should be 
resorted to only upon definite indications. 

Freedom from infecting bacteria, absence of coag- 
ulation (defibrination is unnecessary), and preser- 
vation of the blood cells should be assured in all cases. 

Strauss (Z). 


LABOR AND ITS COMPLICATIONS 


Koenig-Harburg, E.: A Calcified Myoma Fixed in 
the Pouch of Douglas as an Obstruction to 
Labor; Transperitoneal Cervical Czesarean 
Section; Vaginal Myomectomy; Recovery (Ver- 
kalktes Myom, im Douglas fixiert, als Geburts- 
hindernis; Sectio caesarea transperitonealis cervi- 
calis; Myomectomia vaginalis; Heilung). Berl. klin. 
Wehnschr., 1921, lviii, 451. 

Koenig describes a case in which a hard, chalky 
fibroleiomyoma was firmly fixed in the hollow of the 
sacrum, encroached upon the pouch of Douglas, and 
obstructed labor. The patient, a 22-year-old woman, 
was delivered by means of a transperitoneal cesarean 
section and manual loosening of the placenta. Four 
weeks later the tumor was removed through the 
posterior vault of the vagina. Good recovery fol- 
lowed. ADLER (Z). 


PUERPERIUM AND ITS COMPLICATIONS 


Canney, J. R. C.: Sloughing of the Lower Uterine 
Segment Following Placenta Previa; Laparot- 
omy; Recovery. Brit. M.J., 1921, ii, 286. 

The author reports a case in which sloughing of the 
lower uterine segment followed placenta previa; 
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operation was done on the twenty-second day post- 
partum and was followed by recovery. 

The patient, a woman 27 years of age, had been 
delivered January 1 of her second living child. 
Twenty-four hours previously she had had a sudden 
severe hemorrhage and had called in her physician 
who made a tentative diagnosis of placenta praevia. 
She failed to carry out his orders to remain in bed, 
but worked during the twenty-four hours which pre- 
ceded delivery and suffered from no further hemor- 
rhage. 

Delivery was uncomplicated and occurred rapidly 
before the arrival of the obstetrician. The placenta, 
however, was retained and was removed digitally 
without anzsthesia one hour later. It was found 
to be very adherent to the uterine wall. The first 
eight days postpartum were uneventful, but at 
the end of this time an irregular pyrexia devel- 
oped, and on the fifteenth day a severe hemorrhage 
occurred. 

The patient was sent to the hospital where ex- 
amination revealed a pulse of 120 and respirations 
of 24 per minute. She was very anemic and 
weak. The abdominal type of facies was noted 
although the abdomen was soft. Vaginal examina- 
tion revealed a uterus not particularly enlarged or 
tender. 

Operative exploration led to the discovery of a soft 
mass in the posterior uterine wall which, on inspection, 
was found to be a loop of intestine. Laparotomy 
revealed dense adhesions of the pelvic structures 
with firm plastic peritonitis. An abscess in the cul- 
de-sac of Douglas was drained and the coil of intestine 
drawn up. The submucous coat of the bowel had 
been exposed by erosion, and resection was impossi- 
ble. The appendix was removed and the wound 
closed around a large tube to the cul-de-sac. A tube 
from below was placed in the abscess cavity and 
removed twelve hours later. 

The placental site had become infected and the 
bowel had been allowed to come through into the 
vagina by sloughing of the lower intestinal segment. 
The bowel loop then became adherent and its erosion 
led to pelvic peritonitis with abscess formation. The 
bacterium was not isolated, but Canney believes the 
infection was due to bacillus coli communis. 

During the postoperative period the patient was 
febrile. In forty-eight hours her temperature rose to 
tor degrees where it remained nocturnally until the 
fifth day when it rose to 103 degrees. Douches of 
Dakin’s solution were used night and morning and the 
abdominal wound continued to drain freely. At the 
end of the second week the temperature was normal. 

The patient was dismissed on the fifth week and 
two and one-half months after the operation was re- 
ported well. W. N. Row ey, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Wolff, A.: Closed Tuberculosis of the Kidney (Die 
geschlossene, kavernoese Nierentuberkulose). 
Zischr. f. urol. Chir., 1921, vi, 314. 

Wolff describes closed tuberculosis of the kidney in 
detail on the basis of nine cases diagnosed and oper- 
ated upon by Bunge. Its development is favored by 
an obliterating or occluding process in the kidney 
pelvis or the ureter, a fact which led French authors 
to coin the expression “spontaneous nephrectomy.” 
As a tule this condition is very rare, making up not 
more than 1o per cent of the cases of renal tubercu- 
losis. ‘Thus far, only eighty-eight cases have been 
reported in the literature, and of these, only twenty- 
one (including Bunge’s case) were correctly diag- 
nosed. 

Pathologically the condition is a caseous closed 
tuberculosis of the kidney which, in rare cases, by 
the addition of a mixed infection, may lead to a 
closed tuberculous pyonephrosis. The obstruction is 
caused either by an obliterating tuberculous ureteritis 
or by plugging due to cheesy débris or blood clots. 
The obstiuction is not necessarily permanent; in 
some cases it may be intermittent. Three cases of 
the latter type which were operated on by Bunge are 
also reported. 

As a rule the obstruction forms in a descending 
manner, but in rare cases may ascend, as from the 
bladder or seminal vesicles. If the obstruction occurs 
early, a general dilatation results above it, but if it 
occurs late and is gradual, it leads to shrinking or 
complete destruction of the kidney. Fowler dis- 
tinguishes two groups of such cases, one with tumor 
and the other with atrophy of the organ. In early and 
long-standing cases of obstruction of the ureter, 
bladder disturbances may have become cured and 
therefore the diagnosis may be rendered difficult by 
normal findings in the bladder. In the more usual 
case, in which there has been long communication 
with the bladder, there is contraction of the kidney 
with cavity formations and a fibrous or fibro-fatty 
degeneration. This is Zuckerkandl’s “sclerosing”’ 
form in which there is often a marked increase in the 
hilus fat. The cavity formation is due to the expul- 
sion of degenerated masses of caseous foci which, as a 
rule, are found at the juncture of the body and the 
cortex of the kidney and leads to the formation of true 
cavities with walls composed either of tuberculous 
granulation tissue or of tubercles. These cavities 
usually contain a milky urinous fluid. 

The affection may remain restricted to one pole 
or involve the entire kidney. If the cavernous spaces 
reach to the surface, they may bulge out. In rare 
cases the picture may be entirely different, the kidney 
being changed into a whitish, homogeneous mass 
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divided here and there by thin connective-tissue 
septa—the massive degeneration called “putty 
kidney.” Through the deposit of lime salts, calcifica- 
tion may take place. When there is simultaneous 
involvement of the kidney capsule there is usually 
a perinephritic sclerosis which can be detected by 
palpation and X-ray examination. In addition there 
may be perinephritic abscesses forming gravitation 
abscesses. 

Clirically, the varied forms may be grouped into 
two main groups according to whether the affection 
has remained limited to the organ itself or, as in four- 
fifths of the cases, there is associated involvement of 
the bladder. In the latter the diagnosis is not diffi- 
cult. In rapid obstruction of the ureter renal colic 
may develop as the result of the rapid rise in the 
intrarenal pressure. Kidney stones may then be 
suggested. In mixed infections the symptoms are 
stormier and fever is present. In slowly forming 
obstruction kidney symptoms may be entirely absent. 
A large kidney tumor is rare. When the involved 
kidney is small and sclerotic, the normal kidney may 
become compensatorily enlarged. 

The ureter seldom causes well-marked clinical 
symptoms. When the ureter is permanentiy ob- 
structed the urine may be normal, but usually there 
are signs of toxic damage in the other kidney: albumin, 
casts, leucocytes, and erythrocytes. In the diagnosis 
it is essential to determine the failure of urine secretion 
from the affected kidney. Therefore repeated examin- 
ations must be made. Above all, ureteral contraction 
must be absent. To demonstrate an obstruction 
Wolff especially recommends the ferrocyanide meth- 
od which he believes is more certain than the indigo- 
carmin or phenolsulphonephthalein tests. If neither 
cystoscopy nor catheterization of the ureters is 
possible, a diagnosis is impossible and the only diag 
nostic aids remaining are the use of the X-ray and 
an exploratory operation on the kidney. The presence 
of tuberculosis in other organs may be of significance 
in the diagnosis. 

In regard to the prognosis the author states that 
spontaneous recovery might be possible but no such 
cases have been proven. All things considered, how- 
ever, the prognosis is unfavorable. The only ex- 
pedient treatment is nephrectomy performed before 
the other kidney has a pronounced nephritis. Mild 
toxic damage or tuberculosis that is not to> far ad- 
vanced are not contra-indications as long as renal 
function has not been impaired too greatly. The 
expulsion of bacilli by the other kidney does not 
necessarily mean that it is affected by progressive 
tuberculosis. 

Of the patients whose cases are reported, one died 
shortly after the operation from miliary tuberculosis, 
one died six months later from pulmonary tuberculo- 

















sis, and a third died six years later from uremia. The 
others have recovered or their condition is decidedly 
improved. Draunt (Z). 


Berti, G.: Experimental Research and Clinical 
Considerations Regarding Partial Resections 
and Compensatory Hypertrophy of the Kidney 
(Ricerche sperimentali e considerazioni cliniche 
sulla resezione parziale e sull’ ipertrofia compensa- 
toria del rene). Policlin., Roma, 1921, xxvili, sez. 
chir., 289. 


Berti studied the morphologic and microscopic 
results following partial resection of a kidney in a 
number of experiments on animals. He describes 
one clinical case and states that he has collected 112 
cases from the literature. The latter were as fol- 
lows: fifteen cases of echinococcus cyst, with thirteen 
recoveries and two deaths; four cases of polycystic 
degeneration with three recoveries and one second- 
ary nephrectomy; ten cases of solitary cyst with 
ten recoveries; eight cases of benign tumors with 
six recoveries, one secondary nephrectomy, and one 
death; five cases of malignant tumor with two re- 
coveries, two secondary nephrectomies, and one 
death; fifteen cases of tuberculosis with seven re- 
coveries, three recoveries with fistula, two secondary 
nephrectomies, two doubtful results, and one death; 
fifteen cases of simple pyonephrosis with fourteen 
recoveries and one death; eighteen cases of horse- 
shoe kidney with twelve recoveries, two unknown 
results, and four deaths; twenty-three cases of 
various other lesions with nineteen recoveries, two 
recoveries with fistula, one secondary nephrectomy, 
and one death. In the entire 113 cases there were 
eighty-seven recoveries, eleven deaths, seven secon- 
dary nephrectomies, five recoveries with fistula, two 
unknown results, and two doubtful results. 

In the residual portion of the kidney in the ex- 
perimental animals the author observed compensa- 
tory phenomena manifested by dilatation and elon- 
gation of the tubuli scattered in the cicatricial 
connective tissue which showed, unlike others near- 
by, a several-layered epithelium with nuclei in 
karyokinesis. At the end of about one year the 
regressive changes observed in the vicinity of the 
cicatrix had completely disappeared, the kidney 
tending to resume its proper form and to separate 
from the lumbar wall to which it was fixed. 

Neo-formation of either tubuli or glomeruli was 
never observed. None of the renal substance 
spared in the operation was capable of functioning. 
A part of it in the vicinity of the cicatrix became 
degenerated and sclerotic on account of connective 
tissue invasion, closure of the canals of the tubuli, 
or atrophy due to vascular alterations. 

_An increase in the size of the remaining normal 
kidney was constantly observed and was directly 
proportional to the length of time that had elapsed 
since the operation on the opposite kidney and the 
quantity of the organ that was removed. This 
compensatory hypertrophy in the remaining kid- 
ney was die to elongation of the secretory part of 
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the tubuli following an increase in cellular metabo- 
lism. 

In their clinical application kidney resections 
should be confined to cases of benign and circum- 
scribed inflammatory neoplasms and should involve 
only one pole of the kidney, possibly the cortex 
alone. Partial resection of the kidney is indicated 
in cases of malignant tumors in any stage of their 
development. As a diagnostic procedure the re- 
moval of small pieces of the kidney is allowable in 
certain suitable cases. W. A. BRENNAN. 


Sohn, A.: “Spontaneous Bleeding in the Kidney- 
Bed; Perirenal Hzematoma (Die spontanen 
Massenblutungen ins Nierenlager; circumrenales 
Haematom). Deutsche Ztschr. f. Chir., 1921, clxiv, 
48. 


The author reviews the histories of the cases reported 
in the literature since 1910 and reports two cases of 
his own. As causes of spontaneous renal hemor- 
rhage may be mentioned erosion of the renal vessels 
by tumors or tuberculosis, the rupturing of aneur- 
isms, and hemophilia. Sohn distinguishes cases of 
primary renal hemorrhage in which the hematoma 
is originally subcapsular, that is, within the fibrous 
capsule, and cases in which the bleeding has led to 
an extracapsular perirenal hematoma. Numerous 
cases are described in literature as primary perirenal 
hematomata. To these the case observed by Sohn 
is to be added and is noteworthy because of the fact 
that the fibrous capsule of the kidney was completely 
ruptured. An operation was performed on the basis 
of a diagnosis of ileus. On the left side was found 
an extensive retroperitoneal hematoma which was 
drained from an opening in the kidney. The 64- 
year-old woman died from an embolus in the artery 
of the fossa of Sylvius on the thirty-seventh day of 
her affection. Arteriosclerosis and sclerotic con- 
traction of the kidneys were regarded as the causes 
of the renal bleeding. 

Cases of intra- and extra-capsular bleeding are 
described in the literature. While most of the former 
can be traced back to one of the causes mentioned, 
the explanation of extracapsular hematomata is 
difficult. In many cases a hemorrhagic perinephritis 
is given as a cause. This explanation, however, does 
not account for the frequent extensive and sudden 
hemorrhages. The fact that torn blood vessels are 
never found speaks against rupture as a cause. 

The symptoms of the affection are sudden violent 
pain in the kidney region, the signs of internal hemor- 
rhage, and the development of a retroperitoneal 
tumor. Disturbances of the intestinal tract are 
added thereto. The vomiting is to be regarded in 
many cases as reflexive. If intestinal paralysis de- 
velops, fecal vomiting may occur. Blood in the 
stools, icterus, and fever belong to the rarer symp- 
toms. Up to the present time the diagnosis has been 
made before operation in only three cases. 

In a footnote the author mentions a second case in 
which a hematoma which had been present for 
several weeks was found during an operation per- 
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formed for another condition. ‘This was an intra- 
capsular hematoma. ‘The author is in doubt as to 
its etiology. SCHEELE (Z). 


BLADDER, URETHRA, AND PENIS 


Thomas, G. J., and Mellen, D. H.: Bilateral 
Cystocele or Cystic Dilatation of the Lower End 
of the Ureters—a Successful Method of Treat- 
ment. Minnesota Med., 1921, iv, 475. 

The authors give a short review of the literature on 
cystic dilatation of the ureter and a sketch of the 
embryology. Cystocele is considered to be con- 
genital in crigin, and the concomitant occurrence of 
stone in the lower ureter to be a secondary result, not 
the cause of the condition. Cystocele is symptom- 
less until infection supervenes, when an aching pain 
referred to the bladder develops in the loin. In many 
instances the pain is colicky, and at times there is 
vomiting. 

Two types of cytocele have been recognized by 
means of the cystoscope. In the mild type the outlet 
of the ureters is a prominence or a cone-shaped tumor 
on the floor of the bladder. The opening of the ureter 
may be at the apex of the cone or on its side, or it 
may point posteriorly. In the more severe type of 
this condition the course of the ureter through the 
bladder wall appears as a distinct ridge. The por- 
tion of the ureter that protrudes into the bladder is 
usually club-shaped and broader than the portion 
which passes through the bladder wall. The ureters 
may open in any direction. 

The treatment of choice is ureteral dilatation with 
lavage of the renal pelvis in the mild types and cold 
wire fulguration, opening the sac wide, in the severe 
types. In the experience of many operators surgical 
excision has frequently resulted in recontraction of 
the ureters. On ; reported in detail in which 
recontraction did not follow fulguration, as was 
demonstrated by subsequent examination one month 
later. FRANK S. SCHOONOVER, M.D. 


Dobson, J. F.: ‘he Diagnosis and Treatment of 
Cystitis. Brit. M.J., 1921, ii, 305. 

The author refers to the large number of patients 
suffering for years from so-called chronic cystitis 
and treated with various remedies including drugs, 
official and unofficial, vaccines, bladder irrigation, 
catheterization, sounding, dilatation, and surgery, 
often without relief. 

Inaccurate diagnosis is at the root of this unsatis- 
factory position in such cases. A patient with so- 
called cystitis cannot be cured by a few doses of 
drugs or lavage. This chronic complaint must be 
regarded as worthy of the closest investigation and 
study. 

In comparatively few cases is the condition limited 
to, or primary in, the bladder. It would be better to 
drop the term “cystitis” and speak of “infectious 
conditions of the urinary tract.” 

The diagnosis requires three examinations which, 
in the majority of cases, will determine whether or 
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not diseases of adjacent viscera are causing or apt to 
cause the urinary infection: 

1. Examination of the urine, including a passed 
specimen and a catheterized specimen taken by the 
practitioner himself with all aseptic precautions. In 
the female, after sterilization of the parts, it is ad- 
visable to pack sterile gauze around the urethral 
orifice before inserting the catheter. For accuracy, 
the bacteriologic examination should be done as soon 
as possible. 

2. Rectal examination of the male to exclude 
diseases of the prostate, seminal vesicles, fissure, 
fistula, and hemorrhoids, and both rectal and vaginal 
examinations of the female to exclude uterine en- 
largements and displacements, adnexal disease, and 
cystocele. 

3. Abdominal examination for bladder distention 
or tenderness and pathologic processes in the ap- 
pendix or kidney. 

As further aids in the diagnosis an X-ray examina 
tion of the whole genito-urinary tract should be made 
and followed by a cystoscopic examination and 
pyelography. 

There are many cases in which the urinary in- 
fection is so obviously secondary to some definite 
lesion of the urinary tract or adjacent organ that the 
active treatment of the infective process is of secon- 
dary importance to the treatment of the principal 
disease. 

In the majority of cases of very acute infection of 
the urinary tract treatment must be limited to the 
administration of abundant fluids by mouth, alkalies, 
sedatives, and urinary antiseptics. Occasionally the 
intensity of the infection will require drainage, in 
which case the author advises suprapubic drainage 
with bladder installations of eusol through Carrel 
tubes. 

The value of urinary antiseptics is very doubtful. 
We do not as yet possess any drug which, by oral 
administration, will be excreted in the urinary tract 
and control infection there existing with any cer- 
tainty. The most universally accepted drug for 
this purpose is urotropin. 

Bladder lavage is of value chiefly as a preliminary 
to the surgical treatment of enlarged prostate, stric- 
ture, tumor, calculus, etc. It is useless until the cause 
of the infection is ascertained. For lavage the author 
recommends silver nitrate. A 1:20,000 solution 
should be used at first and its strength then gradually 
increased. 

Vaccines, in the author’s opinion, are entirely use- 
less in the treatment of cystitis. 

Pyelitis will be found associated with cystitis in 
the majority of cases when no definite primary or 
accessory organic disease is discovered. This usually 
responds to general measures, the administration o! 
fluids and alkalies, and rest. In recent years renal 
lavage with 5 to 20 per cent collargol has been used 
for chronic pyelitis. It has been demonstrated that 
collargol permeates the whole kidney, even the 
perirenal fat. The value of this treatment has yet 
to be proven. L. H. Fow.er, M.D 











MacDonald, S.: Bladder Growths and Their Treat- 
ment. Brit. M.J., 1921, ii, 310. 


Neoplasms of the bladder fall into three main 
groups: (1) benign growths (papilloma), (2) malig- 
nant growths (carcinoma), and (3) growths of doubt- 
ful nature. 

MacDonald considers diathermy the treatment of 
choice in dealing with an accessible papilloma. Sub- 
sequent observation is necessary and recurrences 
should be dealt with in like manner. Surgical re- 
moval may be followed by recurrences at the site of 
the scar. Operation is indicated in cases of multiple 
papillomata only when hemorrhage, retention, 
malignancy, or infection makes it imperative. Ex- 
cision of the pedunculated growths by transfixion 
and destruction of the sessile growths by diathermy 
should then be done. A patient over 45 or 50 years 
of age with a single papilloma should be subjected to 
open operation. This point is emphasized by two 
cases cited. 

Delay in resorting to cystoscopic examination is 
responsible for the fact that about 50 per cent of the 
cases of carcinoma are inoperable when first seen. 
Bald or ulcerated growths are carcinomatous. Puck- 
ering, induration, associated nodules, or involved 
glands help to establish the diagnosis. The presence 
of short villi indicates malignancy. 

In removing growths from the upper zone of the 
bladder MacDonald prefers to open the peritoneum 
first and, after closing it, to open the bladder. In this 
way injury to any adherent viscus is avoided. In 
removing a tumor from the base, the ureteral orifice 
is resected if necessary to make a wide excision of the 
growth. Preliminary catheterization of the ureter 
jacilitates the operation. 

Notes on eleven operations for carcinom.. show that 
six required transplantation of the ureters. One 
patient died later of pulmonary embolism; two have 
since died of carcinoma; two have had further opera- 
tion for recurrences; and six are in good health from 
one to five years after operation. 

Growths of doubtful nature are those having short 
villi and a fleshy broad base. Of thirteen of this type 
removed by operation, eight proved malignant, while 
one of the remaining five, which at operation was 
deemed benign, has since proved clinically malignant. 

J. W. Ross, M.D. 


Madier, J.: The Treatment of Balanic and Anterior 
Penile Hypospadias by the Method of Beck- 
von Hacker (Traitement de l’hypospadias bal- 
anique et pénien anterieur par le procédé de 
Beck-von Hacker). J. de chir., 1921, xviii, 234. 

Beck’s ingenious operation for the correction of 
balanic hypospadias in which the urethral opening 
is situated a short distance from the base of the 
glans is described by the author in detail. 

It will be recalled that this procedure consists 
essentially in a forward dislocation of the urethra. 
The utilization of the existing urethra by dissecting 
it free and displacing it forward makes it unnec- 
essary to create a new canal. 
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In fifteen cases operated upon by Madier perfect 
results were obtained in thirteen. Fistule re- 
sulted in the remaining two cases. The illustrations 
accompanying the article are more complete than 
those found in the usual description of this operation. 

Loyat E. Davis, M.D. 


GENITAL ORGANS 


Pannett, C. A.: The Treatment of the Imperfectly 
Descended Testicle. Lancet, 1921, cci, 379. 


Present methods of treating imperfectly descended 
testicle are conceded to be unsatisfactory. The con- 
dition seems to be due to the lack of some chemical 
stimulus and the future of treatment lies in the dis- 
covery of this defect; until this is accomplished, 
improvement in technique should be attempted. 

Two classes of deranged descent are recognized. 
In the first, the testicle is arrested before it emerges 
from the inguinal canal, and in the second it emerges 
from the external abdominal ring, but is diverted to 
an abnormal situation instead of passing into the 
scrotum (the ectopic testicle). 

In cases of the first group average activity cannot 
be expected however long the testicle is treated. 
Orchidopexy usually results in atrophy and is a 
difficult procedure because of the shortness of the 
spermatic vessels. The Bevan operation leads to total 
atrophy and loss of spermatogenesis and internal 
secretion. Clinically and experimentally orchidoce- 
lioplasty seems a preferable method as following its 
use the development of the male characteristics is pre- 
served. ‘Spermatogenesis, however, is destroyed. 
Apparently this destruction is due to inability of the 
seminal tubules to secrete against high resistance un- 
less aided by contractions of the cremaster muscles 
rather than to interference with the circulation. 

The ectopic testicle can usually be replaced in the 
scrotum and this operation is followed by normal 
function. 

Early operation is not recommended. It is pre- 
ferable to wait until the patient is between 8 and 12 
years of age in order to give the testicle every chance 
to descend of its own accord. Attacks of pain due to 
torsion or injury and the presence of a large hernia or 
strangulation are indications for immediate operation. 

R. M. Nicuots, M.D. 


Hunt, V. C.: Complications of Prostatectomy. 
Minnesota Med., 1921, iv, 478. 


In the Mayo Clinic complications of prostatectomy 
occur almost exclusively in the treatment of benign 
hypertrophy, since carcinoma of the prostate is usually 
not treated surgically. 

The type of gland or its degree of enlargement has 
no relation to the amount of disturbance it may 
produce, but the subsequent renal insufficiency and 
urea retention are directly related to the amount 
of residual urine and infection. Pre-operative recog- 
nition and treatment of actual or potential uremia are 
responsible for the present infrequency of postopera- 
tive uremia. Residual urine amounting to two or 
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more ounces should indicate preliminary catheter 
drainage of the bladder. 

Operative and postoperative complications of 
prostatectomy have been minimized by the supra- 
pubic open operation. This enables the surgeon to 
deal with diverticula, calculi, and hemorrhage from 
the capsule or at the neck of the bladder. The pos- 
terior transverse bar at the bladder neck, which is 
sometimes left after enucleation, may interfere with 
complete emptying of the bladder and can be elim- 
inated by a V excision of the bar back into the trigone. 
Cardiac and pulmonary complications occur less 
frequently following preliminary treatment and 
proper selection of the anesthetic. 

Postoperative pulmonary complications are un- 
common, largely because of the shortness of the time 
the patient remains in bed. Death from pulmonary 
embolism is also rare. Postoperative uremia de- 
velops only in patients in whom back pressure in the 
kidneys and severe infection have caused so much 
renal damage that it cannot be repaired by bladder 
drainage. Secondary hemorrhage occurs occasionally 
and is profuse, but can usually be controlled by remov- 
ing all catheters and avoiding vesical irrigation. 
Transfusion may be necessary in some instances. 
Hemorrhage can be minimized best by avoiding 
postoperative irrigation and unnecessary manipula- 
tion of the drainage tubes. Infection of the para- 
vesical space may be obviated largely by emptying 
the bladder with a urethral catheter immediately 
before operation, by instituting thorough drainage of 





INTERNATIONAL ABSTRACT OF SURGERY 


the space, and by making a moderately loose closure 
of the abdominal wall. 

The incidence of epididymitis is more common in 
patients who have been subjected to urethral catheter 
drainage of the bladder, but may be lessened ma- 
terially by rigid asepsis. 

A persistent suprapubic sinus is usually due to 
incomplete removal of the prostate, a transverse bar 
at the vesical neck, stricture of the prostatic urethra, 
a large diverticulum, or non-absorbable suture ma- 
terial. Ifa blind operation is performed, remnants of 
the capsule may be left which later produce obstruc- 
tion by ball-valve action at the urethral orifice. 

General sepsis occurs occasionally when prostatec- 
tomy has been performed in the presence of marked 
local infection. The most common cause of this 
complication, however, is probably the indiscriminate 
postoperative use of the urethral catheter in attempt- 
ing to close the suprapubic sinus. Empyema, sup- 
puration, arthritis, meningitis, etc. may develop. 

In order to reduce the complications of prostatec- 
tomy the following facts should be borne in mind: 

1. Preliminary preparation of patients with pros- 
tatic hypertrophy improves their general condition, 
increases renal function, reduces infection, and de- 
creases the liability of postoperative uremia. 

2. Open suprapubic technique enables the surgeon 
to perform an accurate operation under the guidance 
of the eye, to control bleeding, and to deal with 
co-existing lesions of the bladder. 

CLayTon F. ANDREwsS, M.D. 














EYE 


White, L. E.: Accessory Sinus Blindness: Differen- 
tial Diagnosis and Operative Technique. Bos- 
ton M. & S. J., 1921, clxxxv, 133- 


The author considers the subject under five heads: 
(1) the differential diagnosis, (2) recovery with or 
without operation, (3) operation with so-called 
negative nasal findings, (4) operative technique, and 
(5) fatalities. 

In making the diagnosis White is very careful to 
consider all causes of blindness simulating closely or 
exactly that from accessory sinus disease. He men- 
tions more than a score of such frequent causes, local, 
intracranial, and general, and attempts by very 
thorough neurological and other examinations to ex- 
clude them before operating on the nose unless there 
is a very evident reason why an operation should be 
performed hastily. 

White is inclined to a policy of watchful waiting 

if there seems to be evidence of continued recovery 
without operative treatment. He cites a number of 
cases in which complete recovery from an evident 
retrobulbar neuritis due to ‘sinus disease occurred 
without operation, but mentions as many or more 
in which permanent damage resulted from hesitancy 
in operating. Early operation frequently saves sight 
which would otherwise be lost. For instance, of six 
patients operated upon within the first week of optic 
neuritis all recovered with normal vision; of five 
operated upon within two weeks, two recovered with 
normal vision, two with sight impaired, and one with 
vision of fingers at 6 in.; of four operated on between 
the second and fourth week, one only obtained nor- 
mal vision; of four operated on between one and two 
months, one recovered with normal vision, one with 
slight impairment, the third could count fingers at 
3 ft., and the fourth was totally blind; of five oper- 
ated on after two months three had almost negligible 
improvement in sight and the other two had no 
improvement whatever. ‘Commencing pallor or un- 
due engorgement (of the retinal vessels) indicates the 
advisability of unloading the congestion (in the 
sinuses).”’ 
_ White does not find that an exploratory operation 
in the nose is any worse than an exploratory opera- 
tion in the abdomen. In this connection he quotes 
a number of prominent men in this country who have 
strongly advocated exploratory operative procedures 
in cases of blindness when there are no apparent nasal 
findings. 

The author discusses the radical sphenoid operation, 
the exenteration of all the posterior ethmoid cells and 
the sphenoid, and his own operation in which he opens 
the anterior sphenoidal wall, makes a small opening in- 
to the posterior ethmoid cells, and removes only enough 
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turbinate tissue to obtain access to these parts. He 
says, “The ventilation and depletion incident to the 
operation outlined will relieve the pressure and in- 
fection about the nerve.” This will not imperil life, 
will not injure the function of the nose, and will not 
be followed by crusting or dryness. It is essentially 
necessary at all times to keep one’s bearings during 
such an operative procedure and to do so requires 
patience and a field not filled with blood and débris. 
The subject of fatalities is dealt with on a purely 
theoretical basis as all of White’s patients survived. 
Meningitis is the chief danger. White emphasizes 
the necessity of leaving sufficient reinforcement in 
the skull so that the dura is not exposed. Cadaver 
work is one of the essentials for an inexperienced 
operator. 

Four cases illustrating the points made by the 
author are reported rather fully. 

Tuomas D. ALLEN, M.D. 


Solares, A.: Hydatid Cysts of the Orbit (Les kystes 
hydatiques del’orbite). Arch. d’ophth., 1921, xxxviii, 
491. 

Orbital cysts are more apt to be confused with 
sarcoma than with other orbital neoplasms but 
sarcoma is an intra-ocular tumor which appears only 
after a long period of blindness and glaucomatous 
symptoms. In Solares’ opinion hydatid cysts never 
occur within the eye. In doubtful cases of intra- 
orbital cysts exploratory puncture will usually clear 
up the diagnosis. 

In treating a hydatid cyst of the orbit evacuatory 
puncture is insufficient and incision followed by 
drainage is not advisable. The only rational and 
radical treatment is complete extirpation of the cystic 
pocket. If the tumor is more or less superficial 
it can be extirpated under local anesthesia, but if it 
is deep, an orbitotomy may be necessary or even a 
Kroenlein operation. If fragments remain, they 
should be dislodged by curettage and the cavity then 
rinsed with formal solution to kill any embryo cells 
which may be present. 

The author reports a case of orbital hydatid cyst 
in a child aged 6 years. The condition was thought to 
be sarcoma until an exploratory puncture showed the 
organisms. A Kroenlein orbital operation was done 
under chloroform anesthesia. The cyst was exposed 
when the orbital wall was turned back. The cyst 
was drained and the sac extirpated. Two days after 
the operation a corneal ulcer developed which the 
author attributed to anaphylaxis. This soon healed. 
The child left the hospital six weeks later practically 
well and at the end of two years the condition of the 
eye was satisfactory. 

The author reports also the cases of three adults 
between 17 and 25 years of age. W. A. BRENNAN. 
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Good, R. H.: A Simplified Operation for Obstruc- 
tion of the Nasolachrymal Duct. Am. J. Ophth., 
1921, iv, 597. 

This article, which includes two _ illustrations, 
shows the author’s method of gaining access to the 
lachrymal duct from below after the introduction of 
Bowman probes. The steps of this procedure are as 
follows: 

1. The portion of the inferior turbinate lying anterior 
to the opening of the nasolachrymal duct is removed. 

2. A grooved Bowman probe is introduced. 

3. An incision is made through the mucous mem- 
brane from high up just in front of the middle tur- 
binate down to the edge where the inferior turbinate 
has been removed and to a point just anterior to 
the probe. The membrane is then elevated forward 
and backward. In this way two triangular flaps are 
formed with their apices above. 

4. The bony wall is chiseled away to about the 
middle of the sac. 

5. Asmall crow-beaked knife is placed in the groove 
of the lachrymal probe at the inferior end and carried 
along the groove upward, the entire duct and half 
the sac being thus incised. 

6. The flaps are replaced and the operation is com- 
pleted. 

Good cites five cases. He states that his operation 
differs from others in that it does not form an arti- 
ficial duct but merely enlarges the natural opening 
in such a way that it will not be closed by the con- 
traction of scar tissue. Tuomas D. ALLEN, M.D. 


Albright, G. C.: 
the Crystalline Lens. 
601. 


Subconjunctival Dislocation of 
Am. J. Ophth., 1921, iv, 


This is such an exceedingly interesting case report 
that justice cannot be done it without quoting it 
practically entire. ‘Twenty years previously the pa- 
tient had had a downward iridectomy for glaucoma. 
A year later a cataract developed without any in- 
crease in the glaucoma. After twelve years of waiting 
the vision became so poor that the patient could only 
tell light from dark. At this time she accidentally 
struck the eye against the brass knob of a bed post. 
The pain was slight but she was taken to a hospital 
where she remained for several weeks without opera- 
tive interference. When discharged, her vision was 
very much better and she was told that the cataract 
had been dislocated backward. 

For four years the eye remained quiet and the vision 
about stationary. A small yellow lump was then 
noted beneath the conjunctiva near the limbus. 
Later this lump disappeared: In examining the eye 
at this time the author lifted out the lens from the 
fornix on the tip of a cotton probe. This lens was 
submitted to a pathologist for examination who re- 
ported that it was a cataractous lens. 

In referring to this case Albright says, “It cannot 
be definitely said to be traumatic, but is more probably 
traumatic than spontaneous. The patient’s general 
tonicity was the lowest that I have ever seen, and her 
reaction to trauma or irritation about the slightest. 
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This might account for the ease with which the lens 
was extruded through the sclera and would certainly 
have a bearing in explaining why the lens mass 
would remain in the fornix as a foreign body for the 
week or ten days after its expulsion through the con- 
junctiva.” Tuomas D. ALLEN, M.D. 


Wheeler, J. M.: Restoration of the Obliterated 
Eye Socket. Ohio State M. J., 1921, xvii, 456. 


The author describes a method he has developed 
to restore the eye socket so that an artificial eye may 
be worn when the conjunctiva! cul-de-sac has been 
destroyed by trauma or burns. 

If the lid margins are adherent, they are separated 
by an incision. The dissection is then carried out in 
such a way as to separate the lids from the orbital 
contents. The following important points should 
be borne in mind: 

1. The dissection must be kept superficial so 
that in front of the dissecting knife or scissors there 
is only lid tissue, i.e., only skin, orbicularis, the 
thin fascia of the lid, and the tarsus. It is not neces- 
sary to save the tarso-orbital fascia with the lid. 
Carrying the dissection back into the orbital tissue 
is probably one of the most common causes of 
failure. 

2. Not only the superficial plane of the dissection, 
but the extent and limitations of the dissection are of 
importance. Temporally and below, the dissection 
should be carried well to the orbital margin or even 
I or 2 mm. beyond it as the graft must adhere 
to the periosteum of the anterior aspect of the 
orbital margin. On the nasal side the dissection 
should be extended to the anterior crest of the 
lachrymal groove and to the orbital margin above it. 
In dissecting the inner canthus the caruncle should 
be saved if it has not been destroyed. The graft will 
adhere to the posterior surface of the caruncle and 
give it a permanent lining. In the division of the 
tissues above, the dissection should be carried 
behind the orbital rim but not necessarily to the 
roof of the orbit. 

3. In preparing the bed for the graft all cicatricial 
and granulation tissue should be removed. Excision 
of granulation tissue is especially important as the 
contraction of such tissue may result in contraction 
of the socket. Reduction in size of the newly made 
socket is due to contraction of the underlying tissue 
rather than to contraction of the skin itself. 

4. A common fault which manifests itself after 
restoration of the socket is too much thickness of 
the lid margin. This deformity can be obviated by 
cutting away the tarsus. If the skin graft must 
extend completely to the margin of the eyelid, the 
tarsus may be split and thinned. If the graft is to 
extend nearly to the margin, sufficient tarsal plate 
may be cut away so that the graft will set in as an 
inlay. In any case, enough tarsus should be left to 
support the cilia, but not necessarily any more. A 
form should then be molded to fit the cavity. 
Dental impression compound is ideal for this 
purpose. Ordinarily for full restoration of the socket, 
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Fig. 1. 

Fig. 1. Cross section through orbit and eyelids to show 

dissected cavity between eyelids and orbital contents for 
new socket. 

Fig. 2. Dissection completed. Eyelids retracted to 

show bed for reception of graft. Orbital margin indicated 


the dimensions are approximately as _ follows: 
length 40 to 45 mm., width 30 mm., thickness 4 
or 5 mm. 

The ideal graft for socket restoration is one 
without perforations which is made up of epidermis 
only, is free from layers of true skin, and is large 
enough to be wrapped around the form of im- 
pression compound with generous overlapping. 
This means a graft 3 to 314 in. long and 214 to 3 in. 
wide. The outer aspect of the thigh is the best 
source from which to obtain a large epidermic graft. 

The graft of epidermis is immediately wrapped 
about the form of impression compound, raw surface 
outward, and overlapped on the surface which is to 
be anterior. The form, completely covered with 
epidermis, is forced into the socket cavity. It is 
not necessary to remove small blood clots before 
placing it as they will not prevent a take. The 
overlapping portion of the graft is placed forward so 
that if the edges are disturbed by manipulation they 
can be carefully replaced through the palpebral 
fissure so that every part of the form will be 
covered. 

No sutures are used. A pressure bandage is applied, 
and over this adhesive strips. Very firm pressure is 
of importance to secure accurate contact at all 
points and to keep the cavity absolutely obliterated. 
This first dressing is left in place for a week. The 
form is left in place and is not touched for three 


Fig. 2. 


Fig. 3. 
by curved dotted line. Below: Cross section and front 
view of form completely covered by epidermic graft, ready 
for introduction to the prepared cavity. 

Fig. 3. Cross section showing form covered with epi- 
dermic graft placed for lining of new socket. 


weeks. It is then removed and left out permanently. 
The artificial eye may be introduced at any time. 

If the surgeon has been successful in carrying out 
the technique he will have a permanent socket 
extending well beyond the canthi and of sufficient 
dimensions all around. The lids will be normally thin 
and pliable and the thin-walled socket will not 
prohibit motility of the stump and artificial eye, 
although the movements of the eye will be less than 
following ordinary enucleation. 


EAR 


Barany, R.: Modern Labyrinthology. Laryngoscope, 
1921, XXXi, 401. 

The author presents some very interesting observa- 
tions in the study of labyrinthine conditions. 

Arrest of nystagmus by closure of the eyes. Barany 
believes that in closure of the lids all the eye muscles 
are intensely innervated, and the more intense the 
lid closure, the more intense the innervation. The 
arrest of the vestibular nystagmus depends on the 
simultaneous innervation of agonistic and antago- 
nistic innervation and the consequent blocking of these 
opposing muscles. This arrest is a purely peripheral 
mechanical check. Divergence in the normal may be 
explained by the fact that the position occurs as a 
result of the simultaneous action of the ligament 
apparatus of the eye, and not because the rectus 
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internus is a stronger muscle than the rectus ex- 
ternus. 

Arrest of rotary vestibular nystagmus by convergence. 
Observations by Barany have proven that during 
very intense convergence an intense rotary nystagmus 
may be completely checked, but vertical nystagmus 
remains unaffected. The following explanation is 
offered: If the rotary nystagmus can be determined, 
it is produced by the turning inward of the eye due 
mainly to the action of the recti superior and inferior 
muscles, while a vertical nystagmus is due to the ac- 
tion of the obliquus. In maximal convergence, not 
only the rectus internus, but also the recti superior 
and inferior come into action, and these also have a 
slight convergence influence by their simultaneous 
innervation, thus checking the rotary nystagmus. 
The vertical nystagmus, however, uninfluenced by 
the recti superior and inferior, remains unchanged. 

Observations on the position of the eyes during sleep. 
The statement offered by many textbooks that the 
eyes are rolled upward during sleep is considered 
erroneous by Barany. When the lids are closed 
but apparently relaxed during sleep the eyes are in 
a position almost directly forward, sometimes slightly 
downward or upward. A marked rolling upward is 
never present. If the lids are clumsily lifted, a reflex 
naturally results and is followed by an upward rolling 
of the eye. If the lids are carefully lifted so that the 
subject is not disturbed, the eyes will never be found 
in an intense upward position. 

Deviation of the eyes when the eyelids are closed. 
Deviation of the eyes in a normal subject when the 
lids are closed has never been seen by the author, but 
this condition does occur in case of destruction of the 
labyrinth, hemiplegia, and epilepsy. In cases of 
destruction of the labyrinth it frequently occurs as 
early as the second or third day. It has often been 
found present after spontaneous nystagmus has dis- 
appeared. In hemiplegia it occurs simultaneously 
with the disappearance of the cortical or subcortical 
conjugate ocular paralysis to the side of the paralyzed 
muscles and proves that one-sided cortical or sub- 
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cortical ocular paralyses are never found in long- 
standing cases. In epilepsy it is probably a sign of 
a cerebral focus. 

Rocking movement of the eye synchronous with the 
pulse; peripheral; labyrinth tonus. A rocking move- 
ment of the eye results from the fact that the first 
slow ocular movement occurs simultaneously with the 
pulse wave and the second opposing ocular move- 
ment occurs distinctly after the pulse wave has 
passed. 

The following conditions are requisite for the oc- 
currence of the slow, rocking ocular movement with 
that of the pulse: hyperemia, ready stimulation of 
the nerve endings in the labyrinth, ready stimulation 
of the centrum in the medulla, the presence of fistula 
or an abnormally weak point in the labyrinth wall, 
increased sensibility in the centrum in the medulla, 
free circulation of the endolymph. 

The slow ocular movement is explained on the 
basis of the to-and-fro movement of the endolymph 
which is brought about by the congestion or depletion 
of the vessels in the labyrinth. As the result of this 
observation the hypothesis of Shambaugh may be 
realized, namely, that the pulse wave in the normal 
subject influences the endolymph in a to-and-fro 
motion and thereby establishes the tonus of the 
vestibular apparatus from the periphery. 

Vasomotor phenomenon in the vestibular apparatus 
in lues and labyrinth fistula. In attempting an ex- 
planation of this phenomenon the author states that 
the Hennebert fistula symptom is dependent upon an 
abnormal mobility of the stapes. This points to the 
fact that a number of cases of lues with this symptom 
demonstrate a negative Rinne and leads to the con- 
sideration of an affection in the region of the stapes. 

The vasomotor phenomena in labyrinth fistula 
may be very diversified. All possible combinations 
may occur. Pressure in the ear may produce the 
same result as pressure over the mastoid. Pressure 
over the carotid may produce the converse result of 
pressure in the ear. Pressure over both carotids may 
have the same effect. J. C. BRaswELL, Jr., M.D. 
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Beck, J. C.: Review of Twenty-Five Years’ Observa- 
tion in Plastic Surgery, with Special Reference 
to Rhinoplastic Surgery. Laryngoscope, 1921, 
xxxi, 487. 

Beck calls attention to the necessity for thorough 
training for men who attempt plastic surgery. This 
training cannot be obtained unless the fundamental 
principles are secured by years of experience. 

In the correction of minor nasal deformities the 
author used paraffin for a number of years with good 
results. He later abandoned this technique because 
of reports of serious complications following its use 
by others. 

The technique advanced by Joseph has given 
excellent results. The author prefers bone or carti- 
lage to celluloid, aluminum, gold, or silver, claiming 
that a foreign body is not well borne by the tissues 
about the nose. J. C. BraswE Lt, Jr., M.D. 


Whitham, J. D.: The Reduction of Old Fractures 
of the Nose. Laryngoscope, 1921, xxxi, 620. 


The author describes a method of correcting de- 
formities of the nose due to old fractures. A small 
skin incision having been made, the nasal process 
of the superior maxilla is cut through on each side 
with a chisel. The nose is then mobilized until the 
desired position is obtained and is then held in the 
proper position by means of an external splint of 
silver wire which is fastened to the teeth in the incisor 
region, bent upward, and pressed against the nose. 

FREDERICK CHRISTOPHER, M.D. 


THROAT 


Thompson, S.: Cancer of the Larynx. Laryngoscope, 
1921, XXXi, 522. 

Rapid progress has been made in the treatment 
of cancer of the larynx during the past twenty-five 
years. Solis-Cohen and Butlin were pioneers in this 
field. 

The author classifies cancers of the larynx into 
intrinsic and extrinsic cancers. 

The failure of the laryngofissure operation has no 
doubt been due to the inadequate investigation of the 
diagnosis and natural progress of intrinsic cancer. 
By this method the author has successfully operated 
upon ten cases without a fatality and with only two 
recurrences. There has not been a single death at- 
tributable to the operation. 

Complete laryngectomy is necessary in some cases 
but in Thompson’s opinion many should be recog- 
nized earlier and operated upon by the laryngofissure 
method. 

Lateral pharyngotomy may be developed for 
growths in the epilaryngeal region or on the pharyn- 
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geal surface of the cricoid cartilage so that the more 
mutilating operations will be unnecessary. 

In conclusion the author states that extrinsic cancer 
of the larynx is a very serious disease and only a 
small proportion of the cases may be saved even by a 
mutilating operation. 

Intrinsic cancer is more frequent, and with the 
education of the public and the profession regarding 
the importance of an early diagnosis, more cases will 
be subjected to laryngofissure. The operation is not 
very dangerous, leaves the patient a useful voice, and 
enables him to earn his living and take his place in 
society. J. C. BRaAswELL, Jr., M.D. 


Frank, I.: Retropharyngeal Abscess. J. Am. M 
Ass., 1921, Ixxvii, 517. 


Frank discusses the history, etiology, anatomy, 
pathology, symptoms, differential diagnosis, com- 
plications, and treatment of retropharyngeal abscess. 

Etiologically the abscess is the end-stage of a 
lymphatic gland involvement due to a neighboring or 
remote infectious process in the nose, sinuses, ears, 
mouth, teeth, pharynx, or larynx. It is essentially an 
affection of early childhood. 

Anatomically, the retropharyngeal glands lie in the 
loose areolar tissue behind the pharyngeal wall and 
in front of the deep, prevertebral muscles at the level 
of the upper two or three cervical vertebre. 

Pathologically, the evolution of an untreated ab- 
scess is as follows: 

1. It may burst spontaneously and drain its con- 
tents into the pharynx. 

2. Guided by the prevertebral fascia behind which 
it is situated, the pus may burrow its way laterally 
to the side of the neck behind the large vessels and 
the sternocleidomastoid muscle, and into the pos- 
terior lateral triangle of the neck. If it weakens and 
ruptures through the fascia, it may present itself an- 
terior to the sternocleidomastoid muscle in the an- 
terior triangle. 

3. The pus may be guided downward by the pre- 
vertebral fascia to the lower part of the neck. The 
fascia passes behind the subclavian trunks and, form- 
ing the posterior wall of the sheath of the axillary 
vessels, may guide the pus under the clavicle and 
into the axilla. This rare type is usually the chronic 
cold abscess of a cervical Pott’s disease. 

4. The abscess may travel downward behind the 
cesophagus into the posterior mediastinum. 

The symptoms are often not sufficiently prominent 
to attract attention until the local process has in- 
creased to such an extent that it interferes to a greater 
or less degree with respiration, deglutition, or both. 
The variations in the symptoms in different cases are 
due chiefly to the location and the extent of the 
abscess. If the tumefaction is situated high in the 
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pharyngeal wall, respiration is not interfered with; 
there is, however, difficulty in deglutition and a nasal 
intonation is noticeable in the voice. If the swelling 
is lower in the throat, respiratory symptoms become 
more prominent. 

In the differential diagnosis the following affections 
must be kept in mind: (1) aneurism of the common 
carotid artery burrowing into the retropharyngeal 
space, (2) cervical Pott’s disease, (3) acute osteo- 
myelitis of vertebre, (4) non-suppurative lymphade- 
nitis of retropharyngeal lymph nodes, (5) periton- 
sillar abscess, and (6) laryngeal affections. 

Complications are: (1) the spreading of the in- 
fecting process by the blood and lymph streams, 
causing septicemia, py#mia, or distant infections, 
such as meningitis; (2) the spreading of the process 
by continuity, producing spontaneous and serious 
hemorrhage by infectious erosion of the large vessels 
of the neck and through the spreading or burrowing 
of the abscess downward, involvement of the medi- 
astinum or rupture into the oesophagus; (3) some me- 
chanical process, such as pressure of the tumefaction 
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forward on the epiglottis and larynx, with cedema and 
air hunger sufficient to require emergency tracheo- 
tomy, or spontaneous or artificial rupture of the 
abscess with aspiration of the infected content, pro- 
ducing pneumonia, lung abscess, or asphyxia. 

In the treatment the author wraps the child in a 
sheet or blanket, with the arms at the side of the body 
and the legs extended. He then lays it flat on the 
table, with the head turned toward him, and the mo- 
ment the abscess is opened, turns it quickly on its 
stomach and elevates the body somewhat above the 
level of the head. 

In opening the abscess the index finger of the left 
hand is inserted into the child’s mouth to locate 
fluctuation or the most pronounced area of pointing. 
With the finger maintained in this position, an artery 
forceps without teeth, somewhat curved, and moder- 
ately pointed, is introduced closed into the mouth 
along the inserted finger and directed by the latter 
to the point of election. The hemostat is pushed 
quickly into the body of the abscess and withdrawn 
with the blades widely opened. O.M. Rort, M.D. 
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sw most effective and trustworthy dental 
detergent for habitual use is one that offers 
the combined, or conjunctive action of chalk 
and soap. 
Colgate’s Ribbon Dental Cream is a dual-function 
dentifrice. By the conjunctive action of its chief 
constituents (chalk and soap) it effects the re- 
moval of dental filth without injury to tooth 
structure or soft tissues. 
The popularity of Colgate’s Ribbon 
Dental Cream with the better grades of 
intellect rests solely on the intrinsic 
merit of the product. 


Truth in Advertising Implies Honesty 
in Manufacture 














Is a special dry milk, especially valuable in febrile conditions and 
for post-operative diet. 


Because: It is highly digestible. 
It is small in bulk. 
It does not cause digestive disturbances. 


It has a high percentage of assimilable 
protein (97% is available). 
It is anti-scorbutic. 


ROWE ©) is prescribed very largely by physicians as an important 
ROWS part of the diet of their patients. It possesses many 
advantages over other forms of milk from the clinical standpoint. 


Send for literature and samples 


THE DRY MILK COMPANY, 16 Park Row, New York 


| **An International Institution for the Study and Production 
| of Pure Milk Products.’’ 
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THE 


ENGELN BUCKY-POTTER DIAPHRAGM 


Radiographs of any part of the body, taken with this Diaphragm, 
will be clear, contrasty and of excellent diagnostic value. 


THE ENGELN ELECTRIC COMPANY $4601 Euclid Avenue, CLEVELAND, O. 











The Wappler Number Five 
Bedside and Hospital X-Ray Unit 


Tice Wappler Number Five Bedside and Hospital X-Ray Unit 







is an absolutely reliable and perfected apparatus. Its electrical 

design and operating features are fundamentally correct. It is 
as nearly automatic as an X-Ray machine with a variable back-up 
and milliampereage range can be. It is so constructed that prac- 
tically every radiogram desired, including gastro-intestinal, 
can be made with it. Furthermore it is so designed that 
a regular Dental Right Angle Tube can be used with 
it and the instrument instantly converted into a 
real Dental X-Ray machine. 














Weare absolutely warranted in offering, with the 
Wappler endorsement, the Wappler Number Five 
Bedside and Hospital X-Ray Unit. It is the finest 
development of its kind ever produced and in every way qualified to bear 
the Wappler name. It is manifestly im possible to describe, in an adver- 
tisement, all of its innumerable po'nts of superiority. We suggest, therefore 
that you send immediately for Bulletin No. 96, and give your most careful 
consideration to the apparatus as described therein. We also ask the pri- 
vilege of having one of our qual fied representatives discuss this apparatus 
with you. Weare offering the Wappler Bedside and Hospital Unit Number 
Five, secure in our belief that we will only add to our slogan of ‘‘Twenty- 
Four Years of Satisfied Users’, if you should purchase this apparatus. 


WAPPLER ELECTRIC COMPANY, Inc. 
General Offices and Factory Showrooms 
LONG ISLAND CITY, N. Y., U. S.A. 173 EAST 87th STREET, N. Y. C. 
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Uniformity 


T is assumed that ay sensitive material designed for 
Roentgenology should have speed, contrast and 
freedom from fog—but it is the regu/ar recurrence of 
these qualities in routine manufacture that makes the 


super-film. 


Eastman Dupli-Tized 
X-Ray Films 


made under unequalled manufacturing conditions, 
backed by the scientific resources of the Kodak Re- 


search Laboratories must be right. 


Eastman Kodak Company 
Medical Division Rochester, N. Y. 
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MEYER RADIOSCOPIC EQUIPMENT 








HE Internist and the Surgeon who desires to make his own fluoroscopic studies will want 
Tis apparatus. Complete with transformer, tube filament control, selective voltage control, 
Coolidge tube, protective glass shield, 11x14 fluorescent screen lead-glass protected, Bucky 
diaphragm, foot switch. A self-contained unit for fluoroscopy in the horizontal, vertical or 


inclined position. Send for Bulletin No. R. 
THE WM. MEYER COMPANY, 1648 N. Girard St., Chicago, Ill. 
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MADE IN 


on List Prices: 


ars ; er PH. 
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PHILADELPHIA 


To employ our 
during the business depression we put 
them all on Sphygmomanometers and 
now have a large stock ready for ship- 
ment, and more coming through. 

On every order accompanied by check, 
money order or draft, we will allow 


20% DISCOUNT 


Folding Type 
Desk Type. - - 


_| SPHYGMOMANOMETERS 


Instrument-makers 


- $30.00 
25.00 


Precision Thermometer and 
Instrument Co. 


1434-38 Brandywine Street 


Philadelphia 

















THE BEST SINCE 





Illustrating one of 
our latest type uter- 
ine scissors. If in need 
of scissors, you can’t 
buy a better make, 
nor make a _ better 
buy. 

We are preparing 
catalogues in sections 
for distribution dur- 
ing 1922. Send us 
your name and na- 
ture of your practice. 


Geo. Tieman & Co. 


107 E. 28th Street 
New York 
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XRays And 
lhe family ™ 


Physician 


A physician's office without an X-Ray 
apparatus is not yet so old fashioned as 
a business office without a typewriter. 
But the time is almost here when patients 
will expect to be X-Rayed by their family 
physicians. 


Few professional letters are written with 
pens nowadays. But many diagnoses are 
still made without the aid of the X-Ray, 
despite the simplicity of X-Ray appa- 
ratus, despite the certainty that the 
X-Ray lends. 


It is harder to select an X-Ray machine 
than a typewriter. All typewriters serve 
the same purpose. But all X-Ray appa- 
ratus does not serve the same purpose. 
What type shall the physician choose? 


Model “Snook” Roentgen Apparatus 
The only “‘cross-arm’’ type X-Ray machine on 
the market. The principles of this method of 
rectification have revolutionized the X-Ray 
art. In the develop of app fort 
new deep therapy technique, it has been 
proved conclusively that these same principles 
are essential to dependable apparatus. 

There is only one “‘Snook”’—the highest per- 
___@j fection yet attained in X-Ray transformers. 
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That depends on the requirements of his 
practice;on what he wants to accomplish. 


The physician needs guidance. The 
Victor organization gives it to him. For 
nearly thirty years this organization has 
served as engineering counselor to the 
medical profession so far as the electro- 
medical apparatus is concerned. It places 
its knowledge and experience at the serv- 
ice of the physician. Victor responsibility 
does not end with the installation of a 
machine. 


Ask the nearest Victor Service Station 
to send a technical representative. Let 
him study your requirements in the light 
of your practice. No obligation will be 
incurred. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 
Sales Offices and Service Stations in All Principal Cities 
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For Accurate Diagnosis 


Our electrically lighted diagnostic and surgical instruments, constructed in accordance 
with designs suggested by eminent physicians and surgeons as having been found most 
satisfactory in their own special lines, are all stamped “E.S.I.Co.” for the protection of the 
purchaser. This gives the doctor the assurance he is obtaining the most approved models 
made by the Company that origi:-ted electrically lighted instruments. 

These instruments may be illuminated from batteries or upon commercial current by 
the use of the socket current controller illustrated 
Swinburne, Young, Gordon, MacGowan, Ballenger and Koch Urethroscopes, Braasch and Kelly 
Cystoscopes, Vaginal Specula, Tuttle, Lynch, Beach, Bassler and Axtell Rectal Instrumente 


Illustrated Descriptive Catalogue upon request 


ELECTRO SURGICAL INSTRUMENT CoO. 
ROCHESTER, N. Y. 





















Physicians Supply 
Company 
of Philadelphia 


Now ready for delivery 
Dr. B. B. Vincent Lyon’s 


DUODENAL BILIARY 
OUTFIT 
for Gall-Bladder Drainage 


Dunn Automatic Syringe Outfit 


(Designed by Louis Dunn, M.D., Minneapolis, Minn.) 
for LOCAL ANAESTHESIA 
is now ready for delivery 


The trend of the times is toward Local Anzsthe- 
sia for major operative work. The Dunn Auto- 
matic Outfit fills the Surgeon’s every need. 
Sold by your dealer. Price $45.00. 


We shall be pleased to send you descriptive 
booklet giving further details. 


MacGREGOR INSTRUMENT CO. 3°93: 














CASH 
For Back Numbers 








ILL pay 50 cents each for copies 

of the following back numbers of 
Surgery, Gynecology and Obstetrics, if in 
good condition for binding. 


August, 1905 March, 1906 
January, 1906 March, 1908 


Surgical Publishing Company of Chicago 
30 No. Michigan Ave. CHICAGO 


See article in New York Medical Jour- 
nal, July 3 and 10, 1920 


116 South 16th Street 
PHILADELPHIA - PENNSYLVANIA 
































SUPREMACY in GALVANISM and SINUSOIDALIZATION 










ATTAINED BY 


The NEW MODEL 1058 McINTOSH POLYSINE GENERATOR 
AFFORDING 
Galvanic for Cataphoresis, Electrolysis, Epilation, Ionic Medication, Interrupted 
Galvanic, Interrupted Rapid Sinusoidal, Slow Sinusoidal, Rapid Sinusoidal and 
ALL the PRACTICAL WAVE CURRENTS. 
TEN (10) Modalities in All SIMPLE, SUBSTANTIAL, COMPACT, EFFICIENT 
: Complete in ONE unit for Alternating Current 


The DIAL CURRENT SELECTOR simplifies operations 
Luxurious Solid Mahogany Cabinet 
Highest Quality and Service 


For Full Details and Special Introductory Offer Write to 
McINTOSH BATTERY & OPTICAL COMPANY 
Makers of ‘‘Hogan Silent” X-Ray Transformers and Physical Therapy Apparatus 
Main Office and Factory, McIntosh Bldg., 223-233 N. California Ave., Chicago 
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Dr. Dunn’s Automatic Outfit for Local 
Anaesthesia 
As itappears when in use 











. Dunn’s Automatic Valve 


Vim DeLuxe 
Syringe 





Write for booklet giving 
full description 










in met 


Novocaine Solution 


1114 14th St., N. W. 


— 


— 


Complete with ten tempered gold needles 
al case 


KLOMAN INSTRUMENT CO., Inc 


Washington, D. C. 





THIS COUPON and 
ONE DOLLAR 


Entitles You to 
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One — CAUSTICNS —]=> Vv $ 
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TAPPAN ZEE SURGICAL CO. en ies Gee 


Box E, Nyack, N: Y. BOLEN MFG. CO., 1712 





BOLEN 
Abdominal 
Supporters 
and Binders 


Patented 
A supporter for 
every purpose: 
Obesity, Hernias, 
Post-Operative, 
Ptosis, Sacro-lliac, 
Pregnancy, Etc. 


— wad yo om Ss. 


Dodge St., “OMAHA 








YOUR HOSPITAL 
IS NOT 


A SAFE HOSPITAL Gluten Flour 
UNLESS . 40% GLUTEN 


Guaranteed to comply in all respects to 





ene . andard requirements of U. 8. of 
Sterilizer Controls -Diack ar ee 
ARE USED TO PROVE HEAT ““Tosanie 
PENETRATION! 


Send for interesting blue print 


A. W. DIACK, 161 W. Larned St., Detroit, Mich. 




















___GAPETY GAS-OXYGEN APPARATUS 


Simplifi iat dministration of 
MOUTH HOOK NITROUS OXIDE and OXYGEN 
— with or without an Ether Sequence 
“Contanwem Major or Minor Surgery—Obstetrics—Dentistry 
rosea Positive mixtures instantly obtained, accurately main- 
measurement tained and clearly shown by the New Sight-Feed-Meas- 
urement, which is controlled by a simple water column 
No gauges or springs to get out of order. 

Complete outtits for Private and Hospital use. 


Write for booklet containing full informatio 


AFETY ANAESTHESIA APPARATU 


CON ™& CERN 
Ogden Ave. and Randolph St., Chicago, Ill. 


OLE VALI 





LAT 





Positive 
Sight-Feed Measurement 
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JELLETT AND MADILL’S 


Manual of Midwifery 


This well-known work has been thoroughly revised and 
in greater part re-written by HENRY JELLETT, M.D., 
F.R.C.P.I., late King’s Professor of Midwifery, Trinity 
College, Dublin, ex-Assistant Master, Rotunda Hospital; 
and Davip G. Mapit1, M.B., B.Ch., B.A.O. (Dublin 
Univ.), Gynecologist, Monkstown Hospital, Dublin, 
ex-Assistant Master, Rotunda Hospital, Dublin. 


Third edition. Demy 8vo. Pp. 1266, With 20 
Plates and 540 other Illustrations in the Text 


London—Bailliere, Tindall & Cox, 8 Henrietta Street, Covent Garden 
New York—William Wood & Co., 51 Fifth Avenue 














For Repairing Rubber Gloves 
Quickly— 

For Patching Water Bottles 
Easily— 


The E-Z PATCH 


Is Not Equalled Nor 
Can It Be Surpassed 


Instantly, without the use of glue or cement, 
the E-Z PATCH sticks to the article repaired. 
It is self-cementing and self-vulcanizing, and 
boiling makes it an integral part of the glove or 
water bottle. 


You can depend on the E-Z PATCH for satis- 
faction, for service out of all proportion to its 
trifling cost. 

PRICES FOR E-Z PATCHES 
For Gloves 


Trial size package of 8 PATCHES............. $0.25 
Hospital size package of SO PATCHES.......... 1.00 
For Water Bottles, Ice Caps, etc. 
Trial size package of 4 PATCHES..............$0.25 
Hospital size package of 20 PATCHES.......... 1.00 
THE E-Z PATCH CO. 
Dept. S AKRON, OHIO 














The Storm Binder 
and Abdominal Supporter 


(Patented) 





Adapted to use of men, women and children, for any 
purpose for which an abdominal supp is 

High and Low Operations, Ptosis, Pregnancy, 
Obesity, Hernia, Relaxed Sacro-Iliac Articula- 
tions, Floating Kidney, etc. 


Folder on request — with prices, materials 
and physicians’ testimonials 


Mail Orders filled at Philadelphia —within 24 hours 


Katherine L. Storm, M.D. 
1701 Diamond Street, Philadelphia 
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[TROu 
Walls Ceilings 
of Operating Rooms» 


The VilROun= Company 


CHAMBER Of COMMERCE BLDG. 


CHICAGO 
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BENZYLETS 


in gall-stone and other colics 

in Spasmodic dysmenorrhea 

in true asthma, neuritis. whooping cough— 
in short, in most pathologic conditions 
where opium was formerly used 


SHARP & DOHME 
Sole Makers 


BENZYLETS 


the non-narcotic, analgesic-antispasmodic— 
at pharmacies in boxes of 24 gelatin globules, 
each of 5 min. medicinally pure benzyl-benzoate 











| NEODIARSENOL 


: ( Neoarsphenamine ) 


of control of toxic by-products in the manufacture of Neodiarsenol 
| has been perfected. 


| As a result of more than two years research work a method 


In addition to possessing in the highest degree the physical 
and clinical features desirable, Neodiarsenol now offers chemical 
purity and biological results heretofore unequalled. 

If you have an occasion to use arsenicals this merits your | 
attention. Detailed literature and latest price list will be sent | 
upon request. | 

Neodiarsenol may be obtained through your dealer, or direct 
from any of our offices. | 


DIARSENOL COMPANY, Inc. 


BOSTON BUFFALO ATLANTA | 
| 
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(SILVER-ARSPHENAMINE-METZ) 


The sodium salt of silver-diamino-dihydroxy-arsenobenzene 
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Relative infrequency of reaction, rapid dis- 
appearance of contagious lesions, and general 
therapeutic effectiveness seem to indicate that 
Silver-Salvarsan is a drug of real value in the 
treatment of syphilis. 


Silver-Salvarsan requires no alkalinization and 
its ease of administration commends it to 
many practitioners. 





NUNAACANARMENAAA 


More than two million injections 
FT of Silver-Salvarsan have been given 
of QR in the United States and abroad. 
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See AV CADCAD GAD CA DCAD BGASCAD CAD CAS CASS AS CAD a 


Gh: RECORD FORMS ; 





2 E want you to know 

that the Case Record 
Forms devised by the Ameri- 
can College of Surgeons are 
now printed by The Faithorn 
; Company and carried in 
stock for immediate delivery. 
Please order by form number. 


SOTC 


Form Number 
1—Summary Card 
2—Personal History 
3—Physical Examination 
4—FEar, Nose and Throat Record 
5—Eye Record 
6—Operative Record 
7—Pregnancy Record 
8—Labor Record 
9—Newborn Record 
10—Urine and Blood 
11—Sputum, Smears, Exudates, 
Transudates, Cerebro-spinal | 
Fluid, Cultures, etc. 
12—Gastric Content, Feces 
13—Progress Record 
14—Treatment Record 
15—Nurse’s Record 
16—Graphic Chart 
17—X-Ray Requisition 
18—Analysis of Hospital Service 
19—Fracture Record 
20—X-Ray Requisition Card 


ALICE 


TIS CADCAD OA DCA TCAD CADCAD CAD CAD CADCADCA DCASCAICADCA SCADCADOA DG 


For your convenience we 


LAMALCD LD ©, 


| prepay all shipping charges. 

' If you have not received our 
catalog and price list, we will 

3 be pleased tosend upon request 


GYOGY®O 





Marnie 2 GY SYOGYOGWO 


IGYOGVOG VO GYOG YOS VOGYOGYUGTOGYOG VOGT GYOG WOK 


The 
Frank Edw. Simpson 


Radium Institute 


1604 Mallers Bldg., 59 East Madison St. 
Cor. Wabash Avenue 


Telephone Randolph 5794 


CHICAGO 


Dr. Frank Epw. Simpson 
Director 


We desire to confer and cooperate 
with physicians and surgeons, assur- 
ing them adequate amounts of Ra- 
dium or Radium Emanation to meet 
the requirements of patients refer- 
red to us. 


Your inquiry or request for specific in- 
formation on any point will be welcome. 














Suggesting a 
Practical 


Self-Gift 


Information and rates on request 


For Medical Protective Service 
Have a Medical Protective Contract 


The Medical Protective Co. 


Fort Wayne, Indiana 
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“The Great Teacher of Surgery—PRACTICE”’ 
|F your technique is good make it 
still better; if you lack confidence 
4 for certain operations, acquire it by 
actual, intensive practice and ade- 
quate repetition. This opportunity 
is offered by the 
through its 50 hour post-graduate course in general surgery. Here the student performs the 
actual operations himself—on the stomach, intestines, gall-bladder, kidney and ureter, 
thyroid, hernia, etc.— under competent instruction with strict attention paid to anesthesia, 
table toilet, etc. A review of surgical anatomy is embraced in the course. 
Now established 5 years, with a record of hundreds of satisfied students. The work embodies 
the best technique of the time, together with many original improvements. Course completed 
in seven days (50 hours), thereby saving time and money for the doctor. 
Special arrangements may be made for courses in Orthopedics, 


Eye, Ear, Nose and Throat, X-ray, Surgical Anatomy, etc. 


For descriptive literature, terms, etc., address 


DR. EMMET A. PRINTY, Director, 7629 Jeffrey Avenue, Chicago, IIl. 


FACULTY CONSULTING FACULTY 
Dr. Clifford C.Robinson Dr. Emmet A. Printy Dr. E. Wyllys Andrews Dr. Kellogg S 
Dr. Philip H. Kreuscher Dr. H.K. Begg Dr. Carl Wagner Dr. Gustave Kolischer 
Dr. A. A. Strauss Dr. George J. Musgrave Dr. William E. Morgan Dr. M. A. Bernstein 























See Chicago Clinics 


Physicians visiting Chicago for brief clinical review or comprehen- 
sive post graduate study are invited by Chicago’s leading physicians 
and surgeons to take advantage of the 


Clinical Bulletin Service of Chicago 


The Bulletin gives complete information concerning all clinics, 
special courses and other matters relative to medical work in 
Chicago. It is delivered early every morning to physicians regis- 
tered at Bulletin headquarters. For a small additional fee to cover 
postage, it may be sent by special delivery mail the evening before. 


The Clinical Bulletin of Chicago 


40 East Erie Street Chicago 
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BOUND VOLUMES 


Surgery, Gynecology and Obstetrics 
is especially designed for binding in book 
form. Our standard volumes are substan- 
tially bound in an extra good grade of blue 
art canvas, stamped in gold. Each volume 
consists of six numbers: two volumes to 
the year, January to June and July to 
December. 


Surgery, Gynecology and Obstetrics with International 


Abstract of Surgery, per volume. . . . . . . . $8.50 
Surgery, Gynecology and Obstetrics without the Abstract, 

ees 2 + + * ee Ss ee + ee Se ve 
International Abstract of Surgery, per volume. . . . 4.75 


We Can Supply All Back Numbers in Bound Volumes Except Vol. II 





Back Numbers Returned for Binding 


Where copies are returned by subscribers in exchange for bound 
volumes, the charge per volume for binding will be as follows: 


Surgery, Gynecology and Obstetrics with International 


Abstract of Surgery, per volume. . . . . . . . $3.75 
Surgery, Gynecology and Obstetrics, per volume . . . 2.50 
International Abstract of Surgery, per volume. . . . 2.50 





The prices quoted above include carriage charges on shipments to points in 
the United States and Canada. Express or freight charges on journals returned 
for binding must be prepaid. 
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THE BATTLE CREEK SANITARIUM AND HOSPITAL—Established 1866 


Medical Surgical Orthopedic 
Neurological Obstetrical Reconstructive 





Educational Department 


Training School for Nurses Normal School of Physical Education School of Home Economics and Dietetics 
Students received on favorable terms Registered trained nurses, dietitians and pbysical directors supplied 


NOTE—Worthy cases of charity referred by physicians receive free examination and treatment 
y “flac 4 cr “eta 
Full particulars of the Clinic will be sent on application 


Descriptive literature mailed free upon request 


THE BATTLE CREEK SANITARIUM 


Box 243, BATTLE CREEK, MICHIGAN 











Clinical Opportunities 


Physicians and Surgeons are invited to take advantage of the 
clinical facilities for which special arrangements have been made 
in several cities. Those interested will receive every attention 
upon application at the following clinical centers: 








CHICAGO ST. LOUIS, MO. 
Clinical Bulletin, St. Louis Medical Society 
40 East Erie St. 3525 Pine St. 

NEW YORK ROCHESTER, MINN. 

Society for the Advancement Physicians and Surgeons Club 

of Clinical Study, Mayo Clinic 


17 W. 43rd St. LONDON, ENGLAND 


-PHILADELPHIA Fellowship of Medicine and 
Academy of Surgery. Post-Graduate Medical Association 
15 S. 22nd St. 1 Winpole St., W. | 


Announcements of clinics in other cities will be made as rapidly as arrangements are effected 
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New York Post-Graduate 


Medical School and Hospital 
Gynecological Seminar* 








Hours | MONDAY | TUESDAY | WEDNESDAY | THURSDAY | FRIDAY | SATURDAY 





8:30-11 Operations Operations 


Operations 


Operations Operations 





Clinical Lecture |Clinical Lecture 








Gynecological 
Operations on 
the Cadaver 


Blood Chemistry 
and Metabolism 


Clinical Lecture 


and 
Radium Therapy 
every other week 
(10-12) 


Clinical Lecture} Clinical Lecture 





Gynecological 
Pathology and 
Bacteriology 
(11-12) 
Roentgen Therapy 
(12-12:45) 


Gynecological 
Operations on 
the Cadaver 


Pathology and 
Bac ‘eriology 








Cystoscopy 


Clinical 
Gynecology 


Clinical 
Gynecology 


Clinical 
Gynecology 


Cystoscopy Clinical Cystoscopy 
Gynecology Clinical 


Gynecology 


Clinical 
Gynecology 





Clinical 


Gynecological 
Gynecology 


Ward Rounds 


Gynecological 
Ward Rounds 


Clinical 
Gynecology 


Clinical 
Gynecology 
Gynecological 
Operations on 





Diseases of 


the Rectum Endocrinology 


3:30-4:30 











Dermatology 
Gyn. Neurology 


Orthopedic 
Surgery relat- 
ing to Gyn. 
every other 
week 


the Cadaver 

















Fee $300—One Month 


SPECIAL COURSES 


Diagnosis and Office Treatment 
Ten Lessons, Fee $50 


Cystoscopy and Endoscopy 
Ten Lessons, Fee $75 


Technic of Cystoscopy and Endoscopy and Ureteral 
Catheterization. The use of the different forms of water 
cystoscopes and the use of the Kelly method demonstrated. 
Students personally make examinations and do ureteral 
catheterization as soon as competent. The practical appli- 
cation of the indigo-earmine and phenalsulphonepthalein 
tests of renal function is taught. Topical vesical treatment 
including fulguration of bladder growths, irrigation of the 
renal pelvis and the making of pyelographs is shown. Stu- 
dents are encouraged to be present at operation. 


Operative Gynecology on Cadaver 

Ten Operative Exercises, occupying four weeks. 
Fee, $100. Students do the entire operative 
work. Each exercise is preceded by an illustrated 
and explanatory lecture. 


General 


Discussion 

General Gynecological 
technic 

Surgical “knots” 

Ligature Material 

Drainage Material 


Operations 

Breast, Cervix, Vagina, Peri- 
neum, Round Ligaments and 
Hernia, Abdominal Wall, 
Ovary and Appendix, Uterus, 
Colon and Sigmoid, Bladder 
and Rectum. 


*Similar Seminars are offered in the Departments of Surgery. Orthopedic-Surgery, Ophthalmology, Otology, Laryngology, 


Medicine and Pediatrics. 


Many of the above courses are given separately. 


For further particulars address 


Dean of the New York Post-Graduate Medical School and Hospital 


303 East Twentieth Street 


NEW YORK CITY 





| 


Clinical Lecture| 


| 
| 
| 


Gynecological | 



































Different and Better 


OBSTETRICAL SUTURES 


Catgut Impregnated 
With Silver 


Boilable. 
Absorbed in 12-14 days. 
Exceptional tensile strength. 
Threaded on full curve No. 6 needle. 
In resisting absorption “‘Silvergut” is superior to Chromic, 
Tanned or other prepared Catgut. 
Supplied in packades containin3 two tubes 


Pituitary Extracts 


Must be strong enough to give results but not overly strong 
to endanger the patient. 


For the products that are rigidly standardized to meet these . 
requirements 


Specify WILSON’S 


Pituitol (obstetrical) | Pituitol (surgical) 


$c. c. or 1c. c. 


Packages of 6 or 100 ampoules PackaBes of 6 or 100 ampoules 


As a subsidiary of Wilson & Co., packers, we are always assured of a constant supply 
of fresh glands, from U. S. inspected animals. 


From Abattoir to Finished Package 


Manufacturers of Sutures, Digestive Ferments, and Animal Glandular Derivatives 


M7 Gerd ed Sen a hy Write for Catalog 











Strength and Pliability are Found in 


Armour’s lodized Sheep Gut Ligatures 


' which are made from lamb’s gut selected in our abattoirs especially 


for surgical purposes. 


The Armour Jodized Liga tures possess full tensile strength and their pllsbility prevents breale- 
age at the knot, They are iodiz the core and are absolutely steriie. Regular lengths, sizes 
00 to number 4 at $2.50 per dozen. 


We also offer bx and Chromic Ligatures, sizes 000 to number 4 regular lengths, $2.50 
dozen, emergency lengths, $1.50 gh ‘dwn (nothing but the 
smooth side of the intestine is used in the manufacture of the 


Armour ligatures). 
fi —-L— Suprarenalin Solution, 1:1000 is stable, uniform and free from 
preservatives. 


aA R Pituitary Liquid is ph togicslly standardized and is ready 
for hypodermatic use—}4 c. c. ampoules for Poe ae 
c. ¢. ampoules for surgical use. 


Literature upon the ARMOUR LABORATORY PRO- 
DUCTS for the medical profession only. 


ARMOUR «xc COMPANY 


CHICAGO 
Headquarters for the endocrines and other organotherapeutic produc 











Aaolt Inada Ideal Food-Drink 
For Surgical Patients 


Bland Palatable Invigorating 





Prior to an operation, the liberal use 
of Horlick’s Malted Milk helps ma- 
terially in the building up process 
and thus fortifies against the weaken- 
ing effects of surgical shock. 


Following an operation there is no 
food so generally satisfactory for 
maintaining the strength of the 
patient and stimulating the repara- 


OA? ae NE, WIS. U SA apie tive forces of the organism. 


R. 8, DONNEL EY & SONS CO., PRINTERS, CHICAGO 














